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SECTION ONE 
PERSONAL STUDY PLAN
PERSONAL STUDY PLAN
1. OVERALL RATIONALES AND OBJECTIVES
In my clinical work a big proportion of the time is spent on the treatment of adult 
survivors of childhood trauma. However, I do not feel that my previous clinical 
training has equipped me particularly well in this area. As a result, my 
conceptualisation and formulation of the problems presented by clients largely evolve 
from on-the-job experience. What is worse is that I cannot rely too much on the well 
accepted ideas and theories on child abuse, because they, as well, are derived from 
clinical experience and have not been systematically verified. I therefore would like to 
contribute to the current knowledge regarding adult survivors of child sexual abuse by 
doing a piece of quality research. I also hope to broaden as well as deepen my 
knowledge in the special area of child abuse through the academic and research 
dossiers. Ultimately I hope to see improvement in the quality and efficiency of my 
clinical practice in relation to this client group.
At the same time, I also find self-reflection to be very important for my professional 
growth. Without constant reflection, it is easy to lose sight of one’s direction and 
become a “counselling machine” under the pressure of work. I am therefore going to 
reflect on my path of professional development and also on one particular project that I 
have done in the past in the clinical dossier. I believe this is an invaluable exercise 
which I might not find the time to do had I not had to do it as a course requirement.
2. ACADEMIC DOSSIER
I am going to critically review the literature pertaining to the Prevention of Child 
Abuse. In my current work a considerable amount of time is spent on the treatment of 
survivors of childhood abuse. These are often badly damaged individuals. Although the 
presenting problems may vary, they can often be traced back to the damage done 
through the childhood abuse. Some clients do show significant improvement in certain 
areas after treatment, but for some, the damage seems to be irreversible. This makes 
me think more about the worth of prevention efforts. As a matter of fact I have always 
believed in prevention more than cure. I used to do a lot of preventive work in Hong 
Kong, both at work and in my own spare time, in relation to promoting mental health. 
The problem was, I found it very difficult to evaluate the effectiveness of preventative 
efforts. What kept me going was often “indirect evidence” such as a good response 
from the audience, but how effective these efforts were (if at all) was always a mystery. 
Therefore I am interested in looking at prevention programmes and their evaluation.
I am going to concentrate on the prevention of two forms of child abuse this time, and 
see if there is any effective preventive idea which I can possibly incorporate into my 
treatment of adult survivors in some way. Since it has been found that a considerable 
amount of victims of abuse go on to abuse their own children, proper treatment, in my 
opinion, should pay attention to preventing “known risks” from occurring as well. 
Since prevention programmes for Sexual Child Abuse often have very different foci 
and targets from those for Physical Child Abuse, the two groups would be discussed 
separately in Critical Reviews I and II of the academic dossier respectively.
3. CLINICAL DOSSIER
I am going to write an account of my path of professional development in Part A of the 
clinical dossier, and reflect on a multi-disciplinary project which was done when I was 
working in Hong Kong in Part B.
In the three years when I worked as a clinical psychologist in Hong Kong, I 
participated in many in-house clinical/ academic seminars and had bi-weekly 
supervision from a senior colleague. Apart from clinical duties, I had plenty of 
opportunities to develop other valuable skills, such as teaching, public speaking, and 
conducting multi-disciplinary research, etc. In my spare time I gave talks on effective 
parenting and other mental health issues, and was interviewed by newspaper, radio and 
television a few times on these topics. I also contributed to the various projects 
initiated by the Hong Kong Psychological Society, and had taken a lead role in writing 
and publishing two booklets on the prevention of childhood suicide. Then I came to 
England in August 94 and started to work as clinical psychologist for the North East 
Essex Mental Health Trust.
For Part A of the chnical dossier, I shall reflect on the lessons I have learnt on my 
career path so far on a personal basis. I would also like to compare and contrast the 
cultural/ practice differences of the two countries that I have worked in regarding 
mental health issues.
In part B, the multi-disciplinary project that will be reflected on is a local (Hong 
Kong) study of the Merrill-Palmer Scale of Mental Tests. This project was chosen 
mainly because I had learnt a lot in the process of doing it, especially in terms of multi­
disciplinary co-operation which I found so valuable to my professional life and wanted 
to share it with my readers.
4. RESEARCH DOSSIER
4.1 Original Proposai:
Title: Effective Ways of Coping with Child Sexual Abuse in Adult Survivors 
Supervisor: Dr E Lyons
Background
Research indicates that child sexual abuse (CSA) is positively associated vrith many 
adult mental health problems. Depression, Anxiety problems. Post Traumatic Stress 
Disorder, Suicidal attempts. Eating Disorders and Personality Disorders are thought to 
be common long term sequelae of CSA. However, there are also a few studies showing 
that such a causal relationship between CSA and adult mental problems cannot always 
be ascertained. I wanted to adapt the “Stress - Appraisal - Coping - Outcome” 
paradigm in studying the relationship between CSA and adult mental health. I was 
hoping to identify effective and ineffective ways of coping and their interaction with 
other variables in the case of CSA survivors. I wanted to examine the relationship 
between the choice of appraisal and coping strategies, and / or the lack of flexibility in 
applying different strategies on the one hand, and the adaptational outcomes in adult 
survivors on the other. It was hoped that the findings of the study could be used for the 
design of a prevention/ early intervention programme to improve mental health of CSA 
survivors.
Result
The NE Essex Research Ethics Committee was opposed to my interviewing non­
psychiatric adult survivors who volunteered for the study. Although I tried to build in 
every possible safety measure, and quoted findings from previous research that 
volunteers actually found it helpful to participate in this type of studies, “we do not 
feel that the potential to do harm to non psychiatric survivors can ever be
eliminated ” the Committee stated. As a result, after 10 months of preparation and
battle with the Ethics Committee, the research idea had to be dropped.
4.2 Revised proposal:
Title: Self Construal and Self Regulatory Functioning of Adult Survivor of Child 
Sexual Abuse 
Supervisor: Dr J Chase
Background
I still want to understand more about this client group because they take up most of 
my work time. Both clinical experience and literature review point to the fact that the 
symptoms and difficulties vary widely across survivors, and there is no one single 
pattern of “necessary effects” of child sexual abuse. There are a few widely accepted 
theories on the effects of CSA, proposing different reasons for the development of 
common long term sequelae. However, all of them are based on clinical observation 
without the support of research findings. Nevertheless, there seems to be a consensus 
that CSA causes damage to the “self’ of the victim in various ways.
Since the “self’ of a person is known to mediate a lot of intra- and inter-personal 
behaviours, this can be an entry point to the understanding of the current functioning 
of adult survivors of CSA. As there has been no direct research done on the “damaged 
self’ hypothesis in relation to the long term sequelae presented in adult survivors of 
CSA, the present study aims at refining such a “clinical impression” by (1) adding new 
information on the survivors’ self representation through the examination of their self 
construal; and (2) examining the survivors’ self functioning in a systematic way.
Foci
The study can be seen as consisting of three related parts:
(1) a multiple-case study of CSA survivors’ self construal using both qualitative and 
quantitative measurement;
(2) a quantitative comparison of the survivors’ level of self regulatory functioning with 
that of the other comparison groups; and
(3) a quantitative assessment of changes before and after treatment within the survivors 
group.
7Before the actual study, a pilot test was done to construct and validate a new 
instrument, the Self Functioning Profile, for use in parts (2) and (3).
Research Questions and Hypotheses
(1) Regarding the survivors’ self construal, how do adult CSA survivors construe 
themselves? More specifically:
a) what types of constructs do they use in self construal and the construal of 
people in general?
b) what are their core / superordinate constructs ?
c) how do they see themselves on these constructs ?
d) how do they see themselves in relation to others ?
e) what are the characteristics of their individual construct systems ?
(2) Regarding their self regulatory functioning, it is hypothesised that
(a) there is significant difference between the self regulatory functioning of 
adult survivors of CSA and that of the non-psychiatric, non-abused group; and
(b) that the pattern of self regulation impairment in adult survivors of CSA is 
significantly different from that of the other comparison groups with mental 
health problems but without a known history of CSA.
(3) Regarding pre- and post- treatment comparison, it is hypothesised that there are 
significant differences between the pre-treatment and post-treatment measurements 
of self construal and self functioning in the adult survivors of CSA.
Methodology
The subjects for the study of self construal and post-treatment changes are adult female 
survivors of CSA referred for psychological therapy in a community mental health 
centre over a period of 6 months. I am hoping to have at least 10 clients for the 
multiple-case study. Male survivors are not included in the study mainly because of the 
practical need to keep confounding variables to a minimum, since there are still 
controversies regarding whether male survivors may be affected by CSA in ways 
different fi"om female survivors.
The subjects for the self regulatory functioning comparison include clients under the 
same mental health service with diagnoses of either depression, anxiety, personality 
disorder or schizophrenia, and some non-psychiatric subjects in addition to the CSA 
survivors. I am hoping to get about 100 subjects for the 6 different groups in this part 
of the study.
The self construal of CSA survivors will be examined through the use of Personal 
Construct Psychology assessment tools such as Repertory Grids and Laddering. The 
results will be analysed qualitatively using Landffeld’s categorisation of constructs, as 
well as quantitatively using the Flexigrid computer scoring programme. Self regulatory 
functioning will be examined through the use of the Self Regulation Profile derived in 
the pilot stage. These measurements will be repeated after the 20-session psychological 
therapy. The pre- and post-treatment scores of 3 other routinely used clinical 
inventories will also be reported.
The data gathering procedure is considered part of the normal clinical practice of 
assessment, providing therapy or evaluation of treatment outcome, external approval is 
therefore not needed.
SECTION TWO 
ACADEMIC DOSSIER
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Critical Reviews I & II 
PREVENTION OF CHILD ABUSE
Over the past two decades there has been a drastic increase in the number of reported 
cases of child abuse of various kinds. This section aims at critically reviewing 
programmes on the prevention of physical and sexual abuse of children, and 
identifying possible ways to improve the effectiveness of these prevention programmes.
Traditional public health model for prevention considers three levels of prevention 
(Daro, 1988). In the context of child abuse, primary prevention programmes are 
those designed to prevent or reduce the occurrence of abuse. The general public is the 
target of these programmes. It is hoped that such preventive efforts can intervene 
before the child is harmed. Secondary prevention attempts to avoid the continued 
occurrence of the abuse. This also includes early detection and intervention of abuse. 
Finally, tertiary prevention aims at helping the abused victim or the family as a whole 
to overcome any possible undesirable impact of the abuse in order to prevent 
revictimisation of the child and minimise long term harm. In reality, some of the 
programmes aim at more than one level of prevention.
Since a literature search shows that prevention programmes on child sexual abuse are 
different from those on physical abuse of children in many ways, the two will be 
discussed separately in critical reviews I & II respectively.
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Critical Review I 
PREVENTION OF SEXUAL ABUSE OF CHILDREN
1. Introduction
As more survivors of child sexual abuse (CSA) have revealed their history, a lot more 
was learned about the problem in the past two decades. The NSPCC, based on the 
number of children registered with them, estimated that the national incidence in 
England and Wales of CSA under 14 years of age was 5,850, and that of under 16 was 
6,600 (NSPCC, 1990). A National Incidence and Prevalence Study funded by the US 
Department of Health and Human Services in 1986, however, found that incidence of 
CSA in the United States was 2.8 / 1000 per year, that was approximately 300,000 
children per year (US Department of Health and Human Services, 1988).
Such a big variation in the magnitudes of CSA found by different studies is 
unfortunately a common phenomenon in the existing literature, and is mainly because 
of methodological problems such as different definitions and / or different methods of 
data collection used by different studies. Nevertheless, even the most conservative 
findings clearly indicate that CSA is a serious social problem.
(Readers may refer to Chapter 2 of Study One, Section Four of the portfoUo, for a 
comprehensive review of the nature, epidemiology and possible impacts of CSA.)
With increased awareness of the possible negative impacts of CSA, there was a 
proliferation of CSA prevention programmes in the last two decades. However, there 
is no conclusive evidence that these programmes can in fact reduce CSA (MacMillan et 
al., 1994a). This paper aims at critically evaluating the effectiveness of the existing 
CSA prevention programmes. Their content and mode of presentation are examined, 
and recommendations for possible improvement provided. This is followed by a 
discussion on the methodological problems that hinder the evaluation and development 
of CSA prevention. The dissociation between clinical practice and theoretical base, and 
the inadequacy of targeting children in the prevention of CSA will also be critically
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discussed, followed by suggestions on the direction for future research and clinical 
development.
2. Overview of CSA Prevention Programmes
CSA prevention programmes are quite similar in their target, setting and content 
compared to the wide variety of programmes available in the prevention of physical 
child abuse. On the other hand, CSA prevention programmes have a greater variation 
in the modes of presentation.
2.1 Target
CSA prevention programmes mainly aim at primary prevention, i.e., preventing CSA 
from happening, although most of them also include elements that encourage 
disclosure of abuse (i.e., secondary prevention). Unlike prevention of physical child 
abuse which almost exclusively targets parents, CSA prevention programmes often aim 
at educating children to avoid or prevent being abused. While most of these 
programmes target school-aged children, some have included pre-school children as 
well. When adults ( e.g., teachers or parents) are involved in the programmes, they are 
not the target of the preventive messages but assume the role of facilitators in 
educating children.
2.2 Setting
Most CSA prevention programmes are school-based, although there have been recent 
attempts to try out home-based programmes (Wurtele, Gillispie, Currier, & Franklin, 
1992a). Practically speaking, school is the place that can provide a captive audience of 
large number of children. Moreover, in view of the findings that a significant portion of 
CSA perpetrators are family members (e.g., Childline, 1990; NSPCC, 1990), such 
school-based programmes provide a safety net outside home, and do not rely on the 
family’s initiatives on educating children about CSA.
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2.3 Content
CSA prevention programmes vary in length and forms of presentation, but the content 
covered is often quite similar. Included in most programmes are the concepts of body 
ownership, potentially abusive behaviors, and skills to avoid or escape from abusive 
situations. For instance, children are taught that they have the right to refiise access to 
their bodies and that they do not have to let anyone touch or look at their private parts 
except for health reasons ( Wurtele, Currier, Gillispie, & Franklin, 1991). It is also 
common to teach children the Touch Continuum and how to differentiate between 
good, bad and confusing touches (e.g., Hitchcock & Young, 1986). In addition, 
children will be taught ways to say “no” to potential abusers, and to refuse the 
solicitation and leave the situation. There is usually a strong emphasis on the idea that 
children must not keep a secret and must tell someone right away if they are asked to 
do so.
2.4 Mode of presentation
Various modes of presentation have been used in CSA prevention programmes. These 
include behavioural skills training (e.g., Wurtele, 1990), films/ videotape (e.g.. Poche, 
Yoder, & Miltenberger 1988; Byers, 1986), theatrical presentations (e.g., Brooks- 
Johnson, 1987; Yost & Shertz, 1986), puppet show (e.g., Borkin & Frank, 1986), 
lecture/discussion (e.g.. Fryer, Krazier, & Miyoshi, 1987; Conte, Rosen, Saperstein, & 
Shermack, 1985), and written materials (e.g., Miltenberger & Thiesse-Duffy, 1988). In 
some cases, more than one modes of presentation are combined in use.
3. How effective are these programmes ?
An incident was documented (Pelcovitz, Adler, Kaplan, Packman, & Krieger, 1992) in 
which 19 children aged from 6 to 10 years old did not disclose the long term abuse by 
an auxiliary school employee, despite having been exposed to a school-based CSA 
prevention programme. The effectiveness of such prevention programmes has thus 
been queried. While there are certain methodological problems making programme 
evaluation a difficult task, the content, presentation and philosophy of the programmes 
are often problematic as well.
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3,1 Content
Age inappropriate concepts. As mentioned earlier, CSA prevention relies on teaching 
children to avoid being abused. Concepts such as body ownership, good versus bad or 
confusing touches, rights and responsibilities, etc. are the main components of such 
programmes. However, these concepts are very abstract and beyond the 
comprehension of young children. Moreover, the concepts themselves often lack 
operational definitions that can be clearly explained to children in a simple way. Conte 
et al. (1985) demonstrated that children as old as age 10 still had difficulties learning 
abstract prevention concepts. Derrick (1991), based on Piaget’s theory on intellectual 
and moral development in children, examined the usual content of CSA prevention 
programmes and pointed out why they did not work. The following is a typical 
instruction in CSA prevention programmes regarding blame attribution:
“If someone touches you on the private parts of your body or forces 
or tricks you into touching theirs, it’s not your fault. It’s always the 
fault of the bigger or older person.”
(Tobin, Levinson, Russell, & Valdez, 1983, quoted in Derrick, 1991, p. 64)
Derrick points to the egocentricism in preoperational stage children and suggests that it 
may not be possible to convince a child of such a developmental stage to believe that 
he or she has not caused the abuse, especially when the abuser will be telling them that 
it is their fault. (Piaget includes children fi-om age 2 to 7 in preoperational stage, but of 
course the pace of development varies from child to child.)
Similarly, given a command “not to tell” by an adult authority and a suggestion “to 
tell” in a brief presentation under non-threatening atmosphere, a young child will likely 
choose to follow the “real” authority figure according to factors such as strength and 
relationship (Damon, 1988) because of their stage of moral development. Pelcovitz et 
al. (1992) found that children as old as 10 years of age still failed to disclose abuse 
according to what was taught in prevention programmes because they felt 
“overpowered” by the abuser who was an authority figure.
15
Are we doing children good or harm? Knowing that children may not be able to 
comprehend or assimilate what is taught, clinicians are divided over the use of some of 
these abstract concepts. Some feel that the training may plant a seed of knowledge that 
can be referenced in later years, whereas others worry about overwhelming children 
with predominantly negative messages about sexuality (e.g., Krivacska, 1992; Derrick, 
1991). Spungen, Jensen, Finkelstein, & Satinsky (1989) found that 12% of their 
sample of 75 children were reported by their parents as frightened by the prevention 
programme. Reppucci & Haugaard (1989) warned against potential harm such as 
anxiety or fear and a negative impact on the child’s relationships with positive adult 
figures. Research findings in this respect are far from being conclusive. There are as 
many studies that report adverse effects as there are which do not find such effects 
(Pelcovitz et al., 1992).
To be on the safe side, while fiiture research should aim at gearing prevention 
programmes towards specific age groups based on their emotional and cognitive 
development, current programmes for younger children should immediately be re­
examined to reduce the chance of causing harm before they do any good. Since 
abstract concepts which fail to be assimilated by young children will not be 
remembered anyway, prevention programmes should focus on just a few “cut and dry” 
abusive behaviors and corresponding skills of basic self protection without causing too 
much anxiety over human sexuality. Afrerall, why should we burden the four-year-olds 
with the responsibility to “prevent” CSA. (This point will be re-examined in section
5.)
Do they work for older children? With respect to prevention programmes for older 
children, Wurtele, Kast, Miller-Perrin, & Kondrick (1989) found that children who 
were taught about prevention using the continuum of good, bad and confusing touches 
(or safe vs. non-safe touches) were less able to distinguish between appropriate and 
inappropriate touches than were those who were taught a single rule (that it was not 
okay for a bigger person to touch a child’s private parts except for health or hygiene 
purposes). So even for those children who are starting to comprehend concepts such
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as intentions and responsibility, it is still preferable to stick to straight forward and 
clear-cut rules as far as possible.
We should also listen to and learn from the experience of those children who have been 
abused to make the prevention programmes realistic and practical. For example, 
among the children mentioned earlier who did not disclose the abuse although having 
seen a film on CSA prevention, a 7-year-old boy later said his parent would be angry 
with him if he told them. Two 10-year-old girls said they were too embarrassed to tell 
their parents. The concerns of these children have given us valuable information in 
planning prevention programmes that are more “down to earth”. Their reactions have 
pointed to the fact that apart from encouraging the children to disclose, we must make 
them feel safe enough to talk to us in the first place. This means that the relationship 
and day-to-day communication patterns between parents and children or between 
children and teachers have to be improved. However, none of the existing prevention 
programme found in the literature have mentioned parent-child or teacher-pupil 
relationship in this regard.
Unfortunately, not every concern of the abused children can be easily incorporated into 
the prevention programmes. An 8-year-old boy in the same study said the film did not 
help him because his abuser was not in the movie. It is clear that we may have over­
estimated some of the children’s ability to generalise from the film to their real life 
situations. This may mean that it has to be spelled out explicitly that the abuser could 
be anyone, including their parents, teachers, child-minder, scout leader and relatives, 
etc. However, it is highly controversial whether we should put such an idea into the 
young children’s mind that these dear people could be “dangerous” in some way. Why 
should we let children live in such fears, especially when the effectiveness of such CSA 
prevention (that aims exclusively at cMldren) cannot yet be proved.
Incorporating positive elements. In my opinion, if we really want to include children 
in CSA prevention, positive elements should be incorporated in the programmes in 
addition to (if not instead of) the traditional content. With regard to the “knowledge 
gains” in the programmes, studies have shown that differences between pre- and post­
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test scores fail to reach significance level in 6-month follow-ups (e.g., Tutty, 1992; 
Kolko et al., 1987). Since children cannot assimilate and thus do not remember 
information that is “irrelevant” to them, the focus of these programmes should perhaps 
be shifted to helping children learn about their own sexuality according to their 
developmental stages. Acceptance of their own curiosity and possibly pleasant feelings 
from their body may serve as a foundation on which children assimilate and 
accommodate related information. Giving children the permission to talk and learn 
about sex in an age-appropriate manner helps them understand what is right, and 
consequently helps them to tell what is wrong. This approach may be able to avoid the 
pitfall of attaching negative connotations to sexuality in the young minds. It also 
removes the mystery and fear about their body reactions which could be taken 
advantage of by abusers.
Self esteem, confidence and problem solving skills are other positive elements that 
could be included in prevention programmes for older children. In theory, assertiveness 
and ability to say “no” are very much related to self efficacy and a healthy esteem. 
More research is needed to ascertain if this is also the case in CSA.
3.2 Mode of presentation
In the school-based prevention programme previously mentioned (after which children 
still did not disclose their abuse), a 40-minute film was used. After the abuse was 
revealed, Pelcovitz et al. (1992) interviewed the 19 victims from age 6 to 10 years. 
Only 10 of the 19 children remembered having seen the film when it was shown to 
them again, and most of them had forgotten the movie’s content. Most children felt the 
film did not help them know how to respond to their own abuse.
The findings, although disappointing in a way, sheds light on how to improve 
effectiveness of future prevention efforts. The above programme was a brief, “one-off’ 
presentation. The mode of learning was very passive as well. The same film was used 
across all grade levels, and no follow-up or assessment of effectiveness was 
documented. The fact that such programmes must be geared towards the
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developmental level of the child has already been highlighted in previous discussion. In 
addition, several investigators have suggested the use of more extensive presentations, 
repetition of programmes, and the inclusion of active, behavioral rehearsal of 
prevention strategies to create greater impact.
Wurtele, Marrs, & Miller-Perrin (1987) found that programmes that actively involve 
children’s participation through modelling and rehearsal are more effective than those 
relying on traditional classroom learning. The Red Flag/ Green Flag Programme 
(Kolko et al., 1987), for instance, involves a colouring book, theatrical presentation, 
and discussion sessions. It was found that the experimental group children learned and 
remembered significantly more about CSA than the control group.
Drawing jftom previous teaching experience with both pre-schoolers and school-aged 
children, the writer feels that role-playing the behavioral skills and adequate rehearsal 
are crucial to effecting any behavioral change in young children. However, it has to be 
borne in mind that in the case of CSA, there may be plenty of other forces prohibiting 
the child fi-om performing such learned behaviors (Finkelhor, 1986). Therefore learning 
how to prevent oneself from being abused is much more difficult than the other 
knowledge and behavior acquisition of the child’s level.
3.3 Methodological problem - the lack of adequate outcome measurement
In order to assess the effectiveness of the prevention programmes, proper evaluation 
studies have to be carried out. Unlike physical abuse prevention programmes which 
usually target high-risk parents, existing CSA prevention efforts usually have “the 
general public” (meaning mainly children here) as their target audience. From a 
research point of view, this eliminates certain difficulties such as the inclusion of 
different subgroups when comparing across various studies. However, CSA 
programme evaluation is not without methodological difficulties. Apart from the 
research design problems common to a lot of studies (e.g., lacking control group, 
sampling problems, etc.), the lack of reliable and valid outcome measurement has been
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severely hindering the evaluation and development of CSA prevention programmes. 
This latter problem would be discussed in the following paragraphs.
Reliability. In CSA programme evaluation, self reports are commonly used to assess 
changes after exposure to CSA prevention programmes. Investigators usually develop 
their own questionnaires specifically for their programmes and according to what 
changes they aim to assess. Reliability and validity of these “one-oft” questionnaires 
are unknown. Moreover, it is difficult to compare effectiveness across programmes and 
thus slows down the process of improving programme design. Fortunately, a few 
questionnaires have been more widely used and have started to build up reliability. For 
instance, the Personal Safety Questionnaire (PSQ) (Saslawsky & Wurtele, 1986) and 
the “What I Know About Touching Scale” (Hazzard, Webb, Kleeimeier, Angert, & 
Pohl, 1991) have been used in several evaluations of CSA prevention programmes and 
claim to have demonstrated reliability (Carroll, Miltenberger, & O’Neill, 1992).
Validity. Whether self report is a valid measure of the effectiveness of such prevention 
programmes is yet another question. As mentioned above, most CSA prevention 
programmes cover concepts such as body ownership, potentially abusive behaviors, 
and behavioral skills to escape from abusive situations. So there are essentially 3 
components: a knowledge component, a behavioral component, as well as an attitude 
or a judgement component in discriminating between abusive and non-abusive 
situations. Questionnaires designed to evaluate the effectiveness of these programmes 
usually cover CSA definitions, descriptions of victims and perpetrators, and responses 
to potential abusers. In the case of PSQ mentioned above, children respond by marking 
“yes” or “no” or “I’m not sure” to 13 of these questions related to CSA. While it may 
be reasonable to use questionnaire like this to assess knowledge acquisition and 
retention, it is highly questionable whether the acquisition of behavioral skills can be 
validly measured by forced-choice self report. It is also unsure how attitudes reflected 
by such “detached” paper-and-pencil test translates into real life situations. Surely the 
definitions of “good and bad touches” would be quite different for somebody known to 
and trusted by the child than when they are applied to some imaginary figures on 
paper.
20
Generalisability. Reppucci and Haugaard (1989) pointed out that pre-test scores on 
the awareness of the prevention concepts were often quite high even before the 
programmes anyway. This was supported in the later findings by Blumberg, Chadwick, 
Fogarty, Speth, & Chadwick (1991). The question is how to make sure children 
generalise from knowledge to behavior. There is no evidence that changes in 
knowledge are linked with changes in behavior in children (Leventhal & Conte, 1987). 
Stilwell, Lutzker, & Green (1988) found that pre-schoolers who scored high on post­
test verbal response did not demonstrate a corresponding behavioral response. It is 
therefore obvious that a more valid measurement of behavioral benefits is needed.
Some investigators have started to look at other methods of assessing effectiveness of 
CSA prevention programmes more recently. These mainly include role -playing and 
hypothetical vignettes for the assessment of prevention skills (e.g., Wurtele et al., 
1992a, b; Hazzard et al., 1991). Most studies report satisfactory use of taught skills in 
the hypothetical situations (MacMillan et al., 1994b). However, how realistic do these 
hypothetical situations have to be for children to be able to generalise to real life 
abusive situations ? This further leads to the ethical question of “to what extent do 
you simulate real abuse in prevention programmes and their evaluation ?” There has 
been demonstrated success in “in vivo” programmes simulating abduction (Fryer et al., 
1987). The children were trained to take specific, concrete steps in reaction to well 
defined signs of possible abduction. In the post-test assessment, 78% of the children 
refused to accompany a stranger in the in vivo simulated abduction. However, because 
of ethical reasons, most CSA situations cannot be duplicated in training or assessment. 
The use of anatomically correct dolls is one possible alternative, but using them would 
again be distancing the training or assessment from real life situations. With regard to 
non-contact CSA, there may seem to be fewer ethical problems in training and 
assessment. However, whether certain non-contact behaviors (e.g., watching a child 
undress) are abusive or not often depends on the abuser’s intention. It is very difficult 
to tell a child, in the case of non-contact CSA, which behaviours are abusive and which 
are not.
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In summary, a satisfactory method of evaluating CSA prevention programmes has not 
yet been found. A lot of health and social services organisations have been using their 
own ways in implementing CSA prevention, but the development on the whole is slow 
and lacking direction. Moreover, the ethical concerns, the worry of the various adverse 
effects on children, together with the complex nature of CSA itself, all point to the fact 
that prevention programmes hoping for children to prevent their own abuse are bound 
to have limited success.
4. Theoretical concern - Can children prevent their own abuse ?
It is interesting to note that while most physical child abuse prevention programmes 
target parents, CSA prevention has chosen to educate children. This assumption that 
children can and should be responsible for preventing CSA from happening is highly 
debatable, and has absolutely no theoretical backup. In fact it contrasts sharply with 
the CSA literature wliich points to the confusion, powerlessness and helplessness of 
the child victim {e.g., Finkelhor, 1986).
Elliott, Browne & Kilcoyne (1995) interviewed 95 CSA offenders and revealed 
interesting and useful information. Findings that shed light on the design of current 
CSA prevention programmes are listed below:
* 32% of the offenders were parents of the victims. Other known adults and 
strangers both accounted for 34% respectively.
* Most of them have a clear preference for the gender and characteristics of 
their victims.
* 42% felt than the victims being pretty was one of the important selection 
criteria.
* The child being young and small, innocent and trusting, etc. were also 
reported to be attractive characteristics, in addition to the way they 
dressed.
* 49% of the offenders reported being attracted to children who seemed 
to lack confidence or had low self esteem.
* They would use a wide range of strategies to approach the children.
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* 33% of the offenders specifically told the victims not to tell; 24% used 
threats of dire consequences, another 24% used anger and the threat of 
physical force; and 20% threatened loss of love or said that the 
children was to blame.
* Distressingly, only 26% said they would stop the abuse if the child was 
fearful, sad, distressed or cried. The rest were prepared to use 
threats, violence and coercion, etc. to control the child.
To what extent can these preferences, preparation and determination on the part of the 
abusers be effectively “prevented” by the children ? Even if a child is able to say “no”, 
most of the abusers are prepared to use threats, coercion or physical force to get what 
they want. The fact that most of the abusers are known to the children further 
complicated the interaction process and makes it extremely difficult for young children 
to imagine that these trusted adults are doing something “wrong”.
Findings like these make the average CSA prevention programmes look extremely 
naive and simplistic, as if the child could control the abuser by saying “no”. The whole 
assumption that empowering children can effectively prevent or stop CSA is a 
distortion fi*om traditional conceptualisation which equates empowerment with choice, 
responsibility and competence (e.g., Dunst & Trivette, 1987). In the case of CSA, 
there is no real choice on the part of the child victims; they are told they should not be 
responsible for the abuse; and their competence in stopping the abuse is assumed 
without theoretical backup. The existing practice of CSA prevention is a total 
dissociation from the theoretical base.
5. Integrating theory and practice - A comprehensive, multi-level approach
For CSA prevention to be effective, it has to (1) acknowledge the complex nature of 
the problem itself; and (2) be based on known theories in the area such as child 
development theories and the etiology of CSA. Finkelhor’s (1984) suggestion of the 
four preconditions of CSA is one of the systematic models that can be used as a 
guiding fi-amework in designing comprehensive CSA prevention.
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In this model, the child’s (low) resistance is only the last of the four “preconditions” 
before CSA can happen. First of all the abuser has to have a strong motivation to 
engage in sexual activities with a child, then he or she has to overcome internal and 
external inhibitions, and then overcome “external impediments”, before he or she gets 
to a child. A comprehensive CSA prevention programme should address all the four 
preconditions instead of focusing on children’s reaction alone.
Various hypotheses have been put forward as to why abusers find children sexually 
attractive. For instance, there is the notion that abusers are themselves emotionally 
immature, have a low self esteem and little efficacy in social relationships. Relating to 
cliildren thus makes them feel more powerful, respected and in control (e.g.. Loss & 
Glancy, 1983). Feminist ideas, on the other hand, hold that sexual abuse grows out of 
certain themes in normal male socialisation that justify sexual exploitation of children 
(e.g., Howells, 1981). (Readers may refer to Finkelhor, 1986, for a review of various 
theories explaining abusers’ sexual interest in children.) Although individual theories 
have their own shortcomings and have not been all put to emphical testing, in any case 
it is illogical to suggest that children are capable of and should be responsible for 
reducing adults’ sexual interest in children. Research is desparately needed in this area, 
not only on understanding the etiology of the adults’ sexual interest in children, but on 
possible ways to reduce such interest. While adults will be “educated” in physical abuse 
programmes and told that physical abuse of children is something wrong and 
unacceptable, similar education is seldom mentioned as a possible preventive measure 
in the case of CSA It would be interesting to know whether such “education” can 
reduce potential abusers’ sexual interest in children.
When it comes to the second precondition, offender’s inhibition, in some countries 
there are TV advertisement condemning physical child abuse or spouse-battering, with 
women and children with horrendous bruises and wounds appearing on the screen. 
This type of advertisement not only appeals to the abusers’ conscience but also raises 
public awareness and sentiments of condemnation which can serve as some kind of 
external inhibitory force. Such public appeal has not been utilised in the prevention of 
CSA. There seems to be a strange ambivalence on a societal level towards blaming
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perpetrators of CSA, especially when they are parents of the victims. This is evidenced 
by the wide acceptance of the myth that most perpetrators are either mentally ill or 
alcoholic, or have some family problems, and are therefore not fully responsible for the 
abuse ( Hall & Lloyd, 1993). Attitude changes on a societal level have to take place to 
reduce the tolerance of CSA and thereby create more inhibitions for the potential 
abusers. Prevention programmes must include appropriate public education in this 
regard. In particular, as well as the awareness of the prevalence of CSA and the 
possible long-term consequences, the public needs to have a concensus that no excuse 
is ever good enough for an adult to sexually abuse a child.
The third precondition, the lack of external impediments, occurs under situations such 
as unavailability of supervising adults, their low awareness of the risk of CSA, and the 
various misconceptions and myths about CSA held by the adults. A study on parents’ M
attitudes and effectiveness in CSA prevention (Wurtele et al., 1992b) showed that I
many parents did not have accurate knowledge about CSA. Very few parents in that 
study were aware of the high proportion of abusers who were known to the child. Half 
of them reported teaching the child to fight back (e.g., hit, kick) if a stranger tried to ,
molest them and were oblivious to the risk of endangering the child’s physical safety. |
In this regard, parent- and teacher-education programmes should be able to increase 1
the protection of children through greater “external impediments” which the potential 
abuser has to overcome. Again, programmes preventing physical abuse are a step 
ahead in targeting the high-risk families and subgroups. CSA prevention efforts should 
start looking into designing specific programmes for use with step-families, single 
parents and other subgroups found to be at higher risk of CSA.
The above discussion clearly points to the need for a multi-level prevention design. A 
central body is therefore needed to plan and co-ordinate the prevention programmes at 
various levels. Isolated programmes initiated by individual health and social services 
organisations are valuable, but their effectiveness would be hugely limited by the lack 
of corresponding efforts targeting the other levels of the problem.
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6. Conclusion
All in all, the existing CSA prevention programmes are very limited in their 
effectiveness because a) they have chosen to tackle only one out of the four 
preconditions of CSA (i.e., the child’s resistance); and b) the content of such 
programmes is often abstract, negative, and not age-appropriate for the children.
To improve usefulness, prevention programmes that target children must match their 
developmental levels. The content should be as simple and focused as possible. The 
experience of the abused children should be utilised to inform programme design to 
make it more practical. Moreover, positive elements of child sexual development 
should be emphasised in order not to create the impression in the young minds that sex 
is dangerous or bad. The mode of presentation has to allow for active participation, 
such as behavioral rehearsal and discussions. Research is also needed to examine 
whether positive elements such as children’s self esteem and confidence can reduce 
the risk of CSA and are worth including in prevention programmes.
More importantly, the serious gap between the existing programmes and the CSA 
theories has to be bridged. Findings from offender studies clearly indicate that we 
cannot rely on children to prevent their own abuse. While it is sensible that children 
should learn some basic self protection strategies, CSA prevention efforts should 
consider the whole range of possible preventive measures targeting different levels in 
society. Parents, teachers, and adults in general must cultivate a greater sense of 
responsibility to protect children. Both the potential abusers and the general public 
have to see that no excuse is ever good enough for an adult to sexually abuse a child, 
and that CSA will not be tolerated in any case. Such public education is desperately 
needed, and should, in case of a lack of resources, be given priority over the ineffective 
programmes which target children alone.
Last but not least, for a multi-level prevention programme to be enforced, a central 
planning body would probably be more effective in co-ordinating efforts at different 
levels. Vigorous research is needed to establish the clinical validity of Finkelhor’s four- 
factor theory and to evaluate the effectiveness of the various interventions implied in
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the four different stages. Research in the aetiology and treatment of paedophilia would 
also be able to inform the design of CSA prevention programmes.
To conclude, the effectiveness of CSA prevention would be greatly enhanced if (1) 
clinicians and policy makers try to base their practice on well-founded theories in the 
area; and (2) more efforts are invested in proper programme evaluation.
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Critical Review II 
PREVENTION OF PHYSICAL CHILD ABUSE
1. Introduction
Physical child abuse (PCA) is thought to be the most frequent category of abuse 
encountered by children (Burgdorf, 1988). In the United States, it has been estimated 
that 1,000 to 5000 children die each year under circumstances suggestive of parental 
maltreatment (Daro & McCurdy, 1991; American Medical Association, 1985). Other 
immediate effects and long term correlates of physical child abuse are well-documented 
(e.g., Allen & Tamowski, 1989; Wolfe, 1988; Ammerman, Cassisi, Hersen & Van 
Hasselt, 1986). Since child maltreatment has been causing increasing social and 
medical problems, more efforts have been put into the prevention of physical child 
abuse since the 1970s. This paper aims to critically review these prevention efforts, to 
examine factors hindering the development of physical child abuse prevention, and to 
discuss ways of improving the effectiveness of such efforts.
2. Overview of PCA Prevention Programmes
PCA prevention programmes may vary by target, setting, content and scope, and 
frequency and duration of service.
2.1 Target
Unlike the prevention programmes on child sexual abuse which usually target children, 
prevention of PCA mostly target parents (the mother in particular). The assumption is 
that the likelihood of PCA can be reduced by improving the mothers’ child-handling 
skills and their knowledge on child development. In a comprehensive review done by 
MacMillan and her colleagues (1994), all of the 11 programmes reviewed targeted 
mothers exclusively.
There are a few educational programmes which targeted children in a classroom 
situation, but these programmes usually aim at increasing children’s general ability in 
avoiding abuse, rather than focus on PCA exclusively.
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Another variation in terms of targets involves the general public vs. certain high-risk 
groups as being the receivers of the preventive service. For instance, there has been 
programmes focusing on poor neighbourhoods, first-time parents, teenage parents and 
incarcerated offenders (McDonald, 1992; Howze-Browne, 1989).
2.2 Setting
PCA prevention programmes targeting parents either take place at the family’s home, 
or community centres, or at the hospital. Out of the three, home visitation is the most 
common. It usually involves nurses or paraprofessionals visiting the family’s home and 
providing parenting education, respite care, social networking and other practical 
information regarding child-rearing (McDonald, 1992). The mother is usually the 
primary focus of such visits.
Instead of going to family homes, some preventive efforts are based at community 
support centres. These centres usually provide parent education and support, childcare, 
counselling and social events (e.g., the Family Outreach Centre in Texas). A small 
number of PCA prevention programmes take place in the maternity ward at the 
hospital (e.g., Siegel et al., 1980), while prevention efforts targeting children usually 
takes place at schools (e.g., Peraino, 1990).
2.3 Content
PCA prevention programmes vary considerably in their content and scope. The most 
common elements in both home- or centre-based programmes include knowledge on 
parenting skills and child development, with the added benefit of some social support 
provided by the visitor or programme facilitator. Some programmes use a more 
behavioural approach in training parenting skills, while others rely more or less on 
information-dissémination. The primary focus of these programmes is the prevention 
or modification of “dysfunctional parenting practices” such as excessive physical 
punishment, failure to provide children with adequate attention and care, and 
discrepancies between parents’ expectations and the child’s ability (Daro, 1992).
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There have also been other preventive efforts which do not rely on knowledge and 
skills transmission. For instance, in the early 1980’s, some hospitals advocated 
“rooming-in”, i.e., intensive mother-child contact during the postpartum period. Other 
reports of PCA prevention efforts include intensive paediatric contact (Gray, Cutler, 
Dean & Kempe, 1979a, b); drop-in centre where mothers could seek help from a 
health visitor (Lealman, Haigh, Phillips, Stone & Ord-Smith, 1983); and free 
transportation to appointments for regular prenatal and well-child care (Olds, 
Henderson Jr., Chamberlin & Tatelbaum, 1986).
2.4 Duration and frequency
Duration of the prevention programmes again varies considerably. Some last from 
pregnancy right through to 24 months after childbirth (e.g.. Olds et al., 1986). Some 
start after the baby is bom and last for a few months to two years (e.g.. Hardy & 
Streett, 1989). One home visitation programme lasted only three weeks during the 
postpartum period (Taylor & Beauchamp, 1988). “Rooming-in” prevention efforts 
were also typically brief, concentrating on the first few hours, or at most days, after 
childbirth. Drop-in centres, on the other hand, are in theory open to parents with 
young children of a wider range of developmental stages. Frequencies of visits or other 
types of service may vary from weekly to once every few months.
3. How effective are these PCA Prevention Programmes ?
Unfortunately, there is no conclusive answer to this question. Despite the proliferation 
of PCA prevention efforts in the past two decades, very few of the programmes have 
been systematically evaluated. MacMillan et al. (1994) did a meta-analysis of the 
published articles on primary prevention of child abuse during 1979 to 1993. Out of 
1522 citations, only 33 had a prospective controlled design, of which 11 were on the 
prevention of PCA. How the results can or should be measured has always been a 
problem for primary prevention efforts. The lack of well-controlled studies makes such 
results even more difficult to interpret. In addition, a lot of the prevention programmes 
do not seem to have a sound theoretical base, making their generalisability highly 
questionable.
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In the following paragraphs, PCA prevention programmes will be evaluated with 
regard to their choices of target, setting, duration and content. This will be followed by 
a discussion of the methodological problems which are thought to be hindering the 
development of research on PCA and its prevention, and then by recommendations for 
future action and research directions.
3.1 Target
As mentioned above, most of the PCA prevention programmes focus on the mothers. 
This seems to be based on convenience of programme implementation rather than on 
research findings in this area. An early study (Gil, 1970) found that when a male “head- 
of-household” was present he was responsible for the abuse two-thirds of the time. 
Anderson and his colleagues found this figure to be 50% (1983). Hegar, Zuravin & 
Orme (1994) reviewed studies on severity of PCA injury and concluded that, while 
parents are unquestionably the most fi-equent perpetrators of PCA, victims of male 
perpetrators appeared to suffer more serious injury. This is supported by findings of 
fatality studies which show that incidence of child abuse death is 1.8 times higher when 
perpetrators are male (Jason & Andereck, 1983). Gelles (1989) also reported higher 
rates of severe and very severe violence by the fathers especially in single-parent 
families. In view of these findings, the almost exclusive focus on mothers in the 
prevention programmes is highly unrealistic and inadequate.
Such a reluctance to involve the fathers in the prevention programmes may also reflect 
the society’s acceptance, to a certain extent, of male dominance through the use of 
physical power. Women, on the other hand, are expected to be the nurturing ones and 
assume the responsibility of looking after the young children at home. Prevention 
efforts focusing exclusively on mothers shift the blame from a considerable proportion 
of the abusers (i.e., the fathers or father substitutes) onto the mother-role while 
maintaining the existing tolerance of male aggression towards children. To enhance 
their validity and effectiveness, prevention efforts should therefore pay more attention 
to the fathers and father substitutes in this regard.
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Unfortunately, research studies vary in their definitions of PCA, sampling 
characteristics, research design and methods of measurement, which may lead to 
confusing or misleading results. For instance, Seaberg (1977) found female 
perpetrators to inflict more serious injury on child victims. However, when the same 
data were reanalysed by Daley & Piliavin (1982), the opposite conclusion was drawn. 
This was due to different ways of rating severity of injury. This example clearly points 
to the fact that PCA research findings have to be interpreted with great caution.
Some PCA prevention programmes attempt to focus on certain “high-risk” groups 
instead of the general public. This is probably due to research findings that PCA is 
correlated with lower socio-economic background of the parents (e.g., Cappelleri, 
Eckenrode & Powers, 1993). Again, the question is “how reliable are these findings?” 
There has been evidence that the reporting of PCA to an official agency is influenced 
by the parents’ race, gender, and other socio-economic factors. For instance, Pillitteri 
and her colleagues found that nurses were more ready to report the abuse when the 
family was perceived to be fi"om either a low or high socio-economic background 
(80.4% and 84.8% respectively) than that from a middle-class background (54.6%) 
(Pillitteri, Seidl, Smith & Stanton, 1992). Hampton & Newberger (1985) examined 
hospital reporting data in America and found that Afiican-American and Hispanic 
families had a higher probability of being reported for abuse than white families. Family 
with a lower income also had a higher probability of being reported. Attempts to select 
“high-risks” groups as targets must take into consideration the limitation of 
correlational studies based solely on official records.
The difficulties caused by these methodological problems in the evaluation of the PCA 
prevention programmes will reappear in the following discussion. These 
methodological problems will be discussed in greater detail in a separate section 
(section 4).
With regard to the small number of prevention programmes that teach children how to 
avoid abuse in general, there is no evidence that they can in fact reduce the incidence 
of abuse of any kind. (Refer to Critical Review I for a detailed discussion.)
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3.2 Setting
From a clinical point of view, home visitations offer one-to-one intensive tuition and 
support. Although most of the home visitation programmes may have a certain 
structure and fixed duration, the individualised contact may make it easier for the 
visitor to understand and cater for the client’s needs in a more flexible way, or to pick 
up early signs of parent-child problems. However, this mode of intervention is labour- 
intensive and requires sufficient funding. Centre-based programmes, on the other 
hand, may have different advantages. Since these community centres usually provide 
their own neighbourhoods with other services as well, Olsen & Widom (1993) 
comment that this may minimise labelling the individual families at risk, be more likely 
to continue to receive financial support, and permit comparison of different 
programmes for families with different risk factors.
Unfortunately, no study can be identified from an exhaustive computerised literature 
search that contrasts the effectiveness of home- versus community centre-based PCA 
prevention programmes. This is not surprising, because the target, content and 
duration of individual programmes vary so much that comparison is very difficult. For 
instance, home visitation studies in general have been better controlled in design and 
yielded clearer results (e.g.. Hardy & Streett, 1989; Olds et al., 1986), but their target 
and content can be quite different from centre-based prevention programmes. Centre- 
based programmes tend to lack systematic evaluation and vary widely in terms of the 
nature of their services. Results of such programmes have been measured by a wide 
range of variables, such as the number of families served, self-reported parenting skills, 
family interaction, parents’ level of stress or development of the child (e.g., Rosenstein, 
1988; McDonald, 1992). However, there is no reported evidence that these variables 
are related to a reduction of PCA.
The content of the preventive work is one of the variables that has often been 
confounded with the setting itself in the existing literature. Future research needs to 
avoid this problem in order to yield clinically useful findings. It would also be helpful 
to know if there are any interaction effects between content and setting, and whether
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different groups of clients would benefit from a different combination of these 
variables.
3.3 Duration
The only well controlled study identified in the literature search that looks at duration 
of PCA prevention programmes is that of Olds et al. (1986). They randomly assigned 
high-risk mothers to either a prenatal home visitation group or one that lasted till the 
end of the child’s second years of life. In the group that received nurse-visitation 
throughout infancy, there were fewer presentations to emergency room (p = .04), and 
fewer consultations with medical professionals for accidents and poisonings (p = .03).
This finding is not surprising at all. Since the events and variables leading up to the 
abusive incident will differ with the developmental level of the child and the family, the 
longer the duration of support, the higher the chance that developmentally-appropriate 
help and advice can be provided. For instance, a young couple dealing with the 
emotional burden of an unwanted pregnancy are faced with a very different 
circumstance than is a new mother who is unsure of her ability to care for her highly 
dependent infant and of what to expect fi*om the infant. The latter situation is in turn 
different from dealing with a hyperactive two-year-old, or fi"om the problems of 
disciplining a school-aged child. Prenatal or short term post-natal help is therefore 
inadequate, especially for some high-risk families.
Although studies have pointed to the importance of perpetrator characteristics and 
their contribution to child maltreatment (e.g., heightened physiological reactivity, 
Bauer & Twentyman, 1985; poor ego strength, Steele, 1987; external locus o f 
control. Stringer & LaGreca, 1985; negative attributional bias towards children's 
behaviour, Chilamkurti & Milner, 1991; and other personality factors, Steele, 1987), 
the characteristics of the child and the immediate interaction context may also play 
significant roles in triggering abusive behaviours (Belsky, 1993). It was found that 
premature babies, low birthweight babies, hyperactive children, and children with 
physical and mental problems are at an elevated risk of physical abuse (Cicchetti & 
Carlson, 1989). These infants and children (as well as some healthy ones) may not
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meet the expectations of their parents, and some of them may need special ways of 
handling. Nurse-visitation extending beyond the postpartum months has the advantage 
of providing individually-catered developmentally appropriate help and advice. Parents 
may thus gain help to adjust their expectations of their own child and handle the child’s 
behaviours more effectively. (Unrealistic parental expectations, attributional bias and 
limited parenting strategies are thought to be important factors precipitating physical 
child abuse by some clinicians. Readers may refer to Azar, 1989, for more information 
on this perspective.)
There were other controlled studies comparing the effects of preventive work with 
control groups that received no service at all, but they were all-or-none comparisons 
which were not looking at the effect of programme duration as such. Taking these 
studies together, there seems to be a tendency for programmes lasting for more than a 
year to yield some significant results (e.g.. Hardy & Streett, 1989), while those lasting 
for only the postpartum period up to 6 months do not seem to be able to demonstrate 
their effectiveness (e.g., Barth, 1991; Siegel et al., 1980). Consistent with the above 
argument, these findings show initial support for prevention programmes of a longer 
duration. Yet again, since the programmes in the studies were different in content and 
were carried out by different professionals or paraprofessionals, it was inconclusive 
whether the difference in effectiveness was in fact a result of the duration of 
intervention or not.
3.4 Content
As mentioned in the overview, PCA prevention programmes differ widely in their 
contents. Some programmes, such as those providing prolonged paediatric contact, 
free transportation to health care, or free health advice at drop-in centres, do not seem 
to be based on a particular theory in relation to PCA. Very broadly speaking, these 
measures may be seen as attempts to provide some social support or to reduce 
environmental adversities, in the hope of reducing parental stress. However, they did 
not seem to demonstrate significant results in reducing PCA (Olds et al., 1986; Gray 
et al., 1979a, b; Lealman et al., 1983).
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The “rooming-in” prevention efforts probably are the most well-founded in terms of 
having a strong theoretical link to Bowlby’s attachment theory (1958, 1969, 1973). 
While it is beyond the scope of this paper to evaluate Bowlby’s theory, it is worth 
noting that significant results have not been found in these theory-based prevention 
efforts (Siegel et al., 1980; O’Conner, Vietze, Sherrod, Sandler & Altemeier, 1980). 
Nevertheless, it is better for the clinicians to have put their clinical impressions to the 
test and found limited effectiveness in them, than to adhere to them without proof. In 
terms of building up the knowledge base of PCA and its prevention, these theory- 
based, well-controlled attempts may be more helpful than the other “atheoretical” 
programmes the results of which are so difficult to interpret. As a matter of fact, later 
PCA preventive efforts (in the late 1980’s and 90’s) seldom mention “rooming-in” 
again.
On the other hand, the apparent success of some home-based programmes (e.g.. Hardy 
& Streett, 1989; Wolfe, Edwards, Manion & Koverola, 1988) which focus on teaching 
parenting skills and childcare basics suggests that clinical impression can sometimes 
stand the test. Again, the relationship between parenting skills and risk of PCA is only 
a conceptual one with very little research support, but the results from these prevention 
programmes suggest that it is a promising area to explore. Having said that, it is unfair 
to compare the effectiveness of these parenting skills training with “rooming-in”, 
because the two types of programmes vary tremendously in terms of duration and 
professional input. The difficulties in cross comparison are again apparent.
4. Methodological problems
Methodological problems include those pertaining to the evaluation of PCA prevention 
in particular, as well as the interpretation of PCA research in a wider context.
4.1 The lack of well - controlled studies
In the evaluation of PCA prevention efforts, the lack of well controlled studies is a 
serious problem. Unfortunately, it is not an easy one to solve. There are a few factors
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which hamper proper controlled studies. These include an ethical factor, a practicality/ 
mentality factor, and a financial factor.
Even the most “non-scientifically-minded” clinician knows that without the presence 
of a control group, the changes found in the intervention group are open to different 
interpretations. Nevertheless, clinicians may often feel it is unethical to withhold 
intervention. Even if the conceptual link between a certain theory and intervention has 
not been verified, as long as there is a glimpse of hope that certain measure can reduce 
the risk of a problem, clinicians are ofl:en reluctant to exclude some client from the 
possible benefits.
On an organisational or professional level, service providers are often caught up with 
the day-to-day clinical work, leaving very limited time and thoughts for “proper 
research”. The idea of “evidence-based practice” has not been very popular in the 
mainstream culture of mental health and social services organisations until recently. 
While it is understandable that clinicians feel the need (and pressure) to start doing 
something and not wait till every single element in relation to PCA is confirmed by 
research, this clinical emphasis and lack of interest in research have not helped the 
advancement of PCA theories and prevention .
Financial factors create another obstacle. Universities and other academic institutions 
are often in a better position to obtain research funding than clinical organisations. As a 
result, most of the well designed, well controlled studies were done in such settings 
(Fink & McCloskey, 1990). For social services or clinical organisations, financial 
constraints ofi:en preclude releasing manpower to design and carry out good research. 
Most of their contribution to the literature has therefore been in the form of in-house 
service evaluation. Not only is there no control group in most cases, but the 
organisations evaluate their services according to their own sets of organisational 
criteria, making cross-comparison virtually impossible.
In my opinion, there has to be a fundamental change in the attitudes towards 
conducting research, both on the parts of clinicians and of the general public ( and the
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budget holders), before well designed studies can become more common. It has to be 
acknowledged that research is not just an academic exercise but can help improve the 
quality of clinical practices.
4.2 The lack of valid outcome measurement
PCA can happen at any time from a child’s birth to adolescence. It is often impossible 
to conduct a prospective longitudinal study of this extent. As a result, evaluation of 
PCA prevention often use other related outcome measures which may not be as 
reliable and valid as one would wish. The outcome measures often in use include the 
number of emergency room visits within a certain period of time, number of medical 
visits in relation to accidents and poisonings, days of hospitalisation, parenting 
adequacy, improvement in child rearing environment, parent-child interaction, 
children’s adaptive behaviours, suspected and confirmed abuse and neglect according 
to official data, etc.
Out of these outcome measures, even official records can be full of biases (as discussed 
in section 3.1). Others such as rates of accidents and medical attention are only 
“proxy” ways of inferring abuse and neglect. There is no conclusive evidence that 
confirmed cases of PCA previously had higher rates of accidents or medical attention. 
And such rates can be affected by a lot of the “child’s factors” (such as the child’s 
health condition and activity level, etc.) and other environmental factors. Parental 
adequacy and other environmental improvement are also rather remote measures of the 
risk of PCA. One must be cautious in concluding that improved competency in 
parenting necessarily results in a reduction in child maltreatment. In addition, improved 
parent-child interaction in experimental or observed conditions may not be reliable 
reflection of that in real life.
Such difficulties in measuring outcome may further reduce the clinicians’ interest in 
conducting “proper research”, because whatever outcome measures they choose to 
use, they are bound to be fallible. More focused research is needed to identify reliable 
and valid measures or indicators of a reduced risk of PCA.
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4.3 The problem of definition
The lack of consensus of a definition of PCA is hindering the advancement of PCA 
theories as a whole. While the definition of PCA is embedded in the larger political and 
philosophical ethos of a given society, it is also known to be affected by one’s values, 
training and social role (e.g.. Cruise, Jacobs & Lyons, 1994; Warner & Hansen, 1994; 
Kalichman, 1992). As a result, definitions of PCA range jfrom the narrowest ones 
which often include only intentional and severe physical injuries, to the broadest ones 
which may include anything that interferes with the child’s optimal development. For 
example, the Child Welfare League of America defines abuse as the denial of “normal 
experiences that produce feelings being loved, wanted secure and worthy” and 
exposure “to unwelcome and demoralising circumstances” (quoted in Cicchetti & 
Carlson, 1989). Parents who allow their children to play truant from school, or fail to 
maintain sanitary conditions in the home, would be classified as abusive under the 
broadest definitions.
Such disparities in conceptualisation regarding what constitutes PCA makes it 
extremely difiBcult to compare across different studies and therefore impedes the 
process of knowledge-building in this area.
5. Linking theories with practice
For PCA prevention efforts to be effective in the long run, they need to be based on 
theoretically sound models of PCA. Over the years, PCA theories have moved away 
from a single-factor model to a multi-factor, transactional model, but prevention 
programmes do not seem to have followed suit.
Earliest theories of PCA aetiology focused on parental psychopathology and 
aggression (see Parke & Collmer, 1975 for a literature review on this idea). Prevention 
in that era was mainly secondary and tertiary, i.e., removal of the child from the parent 
and / or removal of the parent for treatment or imprisonment.
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When the one-factor model shifted focus to environmental stress, so did preventive 
efforts. When it was found that situations such as social isolation and financial 
difficulties were associated with PCA (Garbarino, 1982, Parke, 1977), social services 
agencies tried to alleviate the problem by organising parent support groups, respite 
care, day care, foster care, free health programmes and fi'ee food programmes. 
(Cicchetti & Carlson, 1989). While it is clinically well-known that social support can 
be a buffer of stress, how effective these services are in reducing PCA is largely 
unknown (due to the aforementioned difficulties in programme evaluation).
Then came the more sophisticated, but still single-factor, approach of parental 
maturity. Newberger & Cook (1983) posited that there are four levels of “parental 
awareness” in order of increasing cognitive sophistication. Abusive acts are seen as 
immature ways of coping with parental stress. There has been evidence that child abuse 
is more common in individuals whose total lives are characterised by inadequacy and 
immaturity (Polansky, Chalmers, Buttenweiser & Williams, 1981). A recent study also 
demonstrates that “at-risk” mothers tend to rate non-child-related stressors to be more 
stressful, and show heightened physiological responses to these stressors (Casanova, 
Domanic, McCanne & Milner, 1992). Although this notion of differential parental 
maturity has not attracted a lot of research, some clinicians are keen on the idea of 
parent education and training in preventing PCA. It is hoped that teaching parents 
what to expect and increasing their repertoire of disciplining techniques can serve to 
reduce PCA.
The development of PCA prevention largely stops here. The general impression is that 
nothing is conclusive, no programme is sure to work. This impression is both 
unfortunate and unfair. These single-factor approaches, although simplistic, are well 
grounded in PCA and child development theories and should therefore be taken 
seriously. The inconclusive findings are partly due to the above mentioned 
methodological problems, and partly to the fact that PCA is such a complex problem 
that any single-factor approach is bound to be insufficient. What is needed is a guiding 
framework or model of PCA that can integrate and make sense of the fragmented 
research findings, and give directions for prevention in a comprehensive manner.
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Belsky’s (1980) ecological model of PCA is a multi-factor, transactional model which 
can provide a framework for a comprehensive prevention programme. Belsky proposes 
four levels of interactive, mutually nested factors influencing PCA. They are (a) the 
ontogenic development, (b) the microsystem, (c) the exosystem, and (d) the 
macrosystem. Ontogenic development concerns with what the abuser brings into the 
situation. This includes factors such as parental history, the parent’s “maturity” and 
mental health, feelings towards the child, and childcare knowledge, etc. Microsystem 
involves the immediate environment of the child, such as the family setting, child 
health, child temperament, family size and marital relationship. Exosystem refers to the 
broader system(s) in which the child and the family are embedded. This includes the 
community, the school, the economic structure and the social support network, etc. 
Lastly, the macrosystem involves the larger cultural context, societal attitudes towards 
violence, social expectation regarding child discipline, and the level of overall violence j 
in the country. I
The implication of the model is that, since PCA is a multi-dimensional, multi-level 
problem, effective prevention can not rely solely on health and social services but calls . ^  
for the co-operation of different sectors of society. The existing prevention efforts, j 
such as parent training and provision of social support, mainly focus on the ontogenic J 
and microsystem levels. They are valuable because they are parts that contribute to the 
whole. However, their influences are limited without the corresponding efforts that 
tackle the other two systems. For instance, primary prevention efforts targeting the 
exo- and macrosystems may include raising the awareness of the public of the 
prevalence and long term consequences of PCA; strongly denouncing abusive acts in 
relation to both children and adults; and including in the school curriculum effective 
ways of handling difficult situations as alternatives to using physical force. Moreover, 
available research findings should be tapped into to inform secondary prevention. For 
instance, it is found that premature babies and hyperactive children are at higher risk 
of PCA. Secondary prevention should include early and systematic screening and 
monitoring of these at-risk groups.
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6. Conclusion
The paper gives a brief overview of the existing programmes of PGA prevention, 
followed by a critical evaluation of such programmes. Unfortunately, no conclusion 
can be drawn regarding the relative effectiveness of different programmes that vary in 
their target, setting, content and duration. The confiision is due to two main reasons: 
(a) the methodological problems inherent in PGA prevention evaluation and in PGA 
research in general; and (b) the lack of a comprehensive guiding framework in 
conceptualising and planning PGA prevention.
It is felt that both the clinicians and the health and social services organisations have 
not been very research-minded. A lot of the PGA prevention efforts were evaluated in 
a post hoc, idiosyncratic manner which makes cross comparison difficult. The lack of 
funding to carry out large scale longitudinal research is another problem. One way of 
overcoming these obstacles is to advocate “evidence based practice”. Both clinicians 
and management must be aware of the important role of quality research in improving 
the quality of their service. The budget holders should refrain from the short-sighted 
approach of dealing with the problem when it comes, but invest in prevention research 
which would in the long run reduce the cost to society.
It is time to move away from the single-factor approach in conceptualising prevention 
of PGA. A multi-factor, transactional model for understanding the problem and 
planning for prevention is needed. Belsky’s 4-level model is suggested as a possible 
guiding framework for future research and clinical endeavours. One major implication 
of the model is that prevention of PGA cannot rely on health and social services alone. 
The economic, family and community structures, the societal beliefs and ideologies all 
have a part to play in contributing to or preventing PGA. Since a long term policy of 
investigating PGA and implementing prevention is necessary, and different sub-systems 
are involved, a central body is needed to promote and co-ordinate such multi-level co­
operation.
Lastly, rather than comparing the effectiveness of different settings, contents and 
duration of prevention programmes and examining the 4 levels of contributing factors
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independently, research should look into the interaction effects of these variables. 
Since PC A is such a complex problem, it may not be possible to identify one best 
programme or even combination of programmes that is effective in all cases. Future 
research must investigate whether different approaches work better for different target 
groups. Only then can clinical practices benefit from the research findings. Until then, 
many clinicians may feel obligated to provide an intuitive treatment whilst awaiting 
information or guidance that is validated by well constructed studies.
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CLINICAL DOSSIER 
PARTA
This section is a summary of and reflection on my continuing post qualification 
professional development.
I  finished my clinical training at the University of Hong Kong in August 1991 and 
started working as a clinical psychologist for the Child Assessment Services of the 
Department of Health in Hong Kong. It was a multi-disciplinary service made up of 
paediatricians, clinical psychologists, paediatric nurses, speech therapists, occupational 
therapists, physiotherapists and audiologists. We also had a lot of contacts with child 
neurologists and psycliiatrists. During the three years of working there, I received bi­
weekly clinical supervision from a senior psychologist. There was also a case 
conference every week for multi-disciplinary discussion of clinical issues, and a child 
neuropsychology seminar every month. Apart from my normal duties of assessment 
and treatment of children and their families, providing consultation to other colleagues 
and teaching, I used to actively participate in various clinical, research, and service 
development projects.
One of the service development directions I had tried to advocate was PARENT 
EDUCATION. I always think it is very important to help parents understand the 
specific difficulties of their own children and feel confident in handling them, because 
at the end of the day it is the parents who have to cope with their children (and their 
difficulties) on a day-to-day basis. The Consultant of the service tended to support my 
idea in general, but as a budget-bolder, she obviously had to be “resources-minded”, 
and we could not always do enough of these preventive work. Nevertheless, more 
resources had been put into this area gradually, and regular seminars were made 
available to parents on topics such as understanding the development of their children 
and their needs, effective parenting skills, and parent-child communication, etc. In 
1992, one of the four Centres started to run regular groups for parents of autistic 
children. The Consultant Paediatrician there shared the same vision with me regarding 
the importance of effective parenting, and was very supportive of such a service
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development. We also tried to empower the paediatric nurses to take an active role by 
involving them in the preparation of the groups, incorporating the ideas they had to 
offer, reassuring them that them could contribute to some of the seminars, and sitting 
in as their backup when required. Because of the nature of the service, there was not a 
lot of nursing work to be done, and so most nurses found it very interesting and 
rewarding venturing into parent education which was a new area for them. Once the 
nurses had started to take a lead role in keeping the groups running, it did not take up 
too much clinical time for the other therapists to do one or two seminars in their own 
specialist areas every so often. The problems of resources and manpower were 
resolved as a result of multi-disciplinary co-operation.
Understanding and helping children with SPECIFIC LEARNING DIFFICULTIES 
(SLD), e.g., dyslexia, was another concern of mine. After working in the Child 
Assessment Services for some time, I was alerted by the fact that some children 
labelled as having emotional or behavioural problems showed signs of dyslexia or other 
SLD which could well be the overlooked cause of the other problems. I started to 
read up on this topic, attend workshops and seminars, try to raise the awareness of 
parents and colleagues of the nature and characteristics of SLD, and met a few times 
with some educational psychologists to discuss assessment, treatment and management 
issues of this client group. I also participated in the piloting of an assessment 
instrument specific to the Chinese children in Hong Kong (as opposed to translated 
versions from other languages).
AUTISTIC CHILDREN were one of our major client groups as far as assessment 
was concerned. Because of the huge discrepancies in their verbal and non-verbal 
abilities, traditional intelligence tests did not give very good representation of the 
relative strengths and weaknesses of autistic children. Treatment / training was the next 
headache. To this end two projects were carried out to improve the accuracy of 
assessment of autistic children, and to try to tie assessment with treatment planning. I 
used to play an active role in both of the projects. One was the adaptation and piloting 
of the Psycho-Educational Profile (PEP-R) for use with Chinese autistic children. The 
Profile was a relatively new American instrument which integrated assessment of low
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functioning children with treatment planning. Just before I left for the UK in 1994, 
interest in this instrument was raised to the extent that one of the voluntary 
organisations in special education was willing to fund a big joint-agency project to 
adapt and standardise the profile for local use. The second project that sprang from the 
same concern was a standardisation of the Merrill-Palmer Mental Tests which would 
be discussed in greater detail in the next section.
Apart fi*om work, I was also heavily involved in PUBLIC EDUCATION on 
psychological and mental health issues in my private time. On average I gave talks or 
seminars every two or three weeks. A lot of them were on topics relating to “effective 
parenting” requested by various schools ranging from kindergarten to secondary. Some 
were on personal growth topics, e.g., self understanding, communication skills or 
positive thinking, etc. requested by voluntary community services organisations. Still 
some others were on more clinical / mental health issues. Some of the talks were tape- 
recorded and a couple of them on parenting are actually on sale. I also appeared on 
television, radio and newspaper a few times being interviewed on both clinical and 
educational/ preventive topics.
There was a project I did in my own time with some other psychologists which I really 
felt was worthwhile putting in a lot of time and effort. It was the writing and 
publication of two booklets on PREVENTION OF CHILDHOOD SUICIDE. The 
idea sprang fi-om a wave of suicides in school-age children in 1992-93 in Hong Kong. 
The mass media tended to put the blame either on pressure from schoolwork, or on 
parted families (those with one or even both parents living abroad). While there were 
obviously unique reasons in individual cases, as a clinician I was more concerned about 
possible prevention. Having been through the ‘Hong Kong style high pressure 
education system” and been teachers ourselves for various lengths of time, myself and 
three ex-classmates of the clinical course felt that the school curriculum in general was 
inadequate in some areas, such as teaching children stress management, problem­
solving skills, self-understanding, building self esteem, social skills and positive 
thinking, etc. These practical life skills were very much needed by children in Hong 
Kong who had to cope with various social, political and economic changes in no lesser
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extent than the adults. We felt it would be helpful if parents could resume a more 
active role in supplementing the deficiencies of the education system, and some easy- 
to-read teaching materials were needed. The booklets took about 6 months to 
materialise from scratch. We solicited some funding and the booklets were given fi’ee 
to teachers and parents. They were extremely well received and the 40,000 copies 
were gone in just a few days. The demand was so great that we had to keep searching 
for funding for reprints. Although it was impossible for us to know whether the 
booklets had any real impact on childhood suicide, the positive feedback from various 
sources had made the venture very rewarding.
The following were some of the courses, workshops and seminars I went to during my 
three years as a clinical psychologist in Hong Kong;
1992 Part-time course in Law and the Practice of Clinical Psychology (for three 
months)
Music Therapy Workshops
Workshops on Treatment of Autistic Children
1993 Seminars on Specific Learning Difficulties 
Workshops on Behavior Modification 
Family Therapy Workshops
1994 Workshop on Dementia
In retrospect, I felt I was lucky to be able to work with a group of very supportive and 
enthusiastic colleagues. There might have been some bureaucracy as one would expect 
of a Government department, plus the pressure of a long treatment waiting list. 
However, I must say I used to have a lot of free hand in both my clinical practice as 
well as in initiating service development (gradually). I also enjoyed doing public 
education in my spare time because I always believed “prevention is better than cure” . 
However, there were times when I felt a bit bored with talking similar things on 
parenting continuously to parents from different places. I still tried to do it as far as 
possible when invited, though, because I truly believed in the long lasting effects of 
good parenting.
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C o m i n g  over to work in the UK was a big step in my professional development.
This took place in August 94. The opportunity to work in a totally different culture 
and setting was my main reason of coming. I deliberately chose to work in Acute 
Adult Mental Health which was so different from my previous work, because I 
wanted to broaden my experience and exposure before specialising in one area.
Again I work in a multi-disciplinary team and receive bi-weekly supervision from a 
senior psychologist. There is a clinical meeting of psychologists every week with case 
discussion, presentation on special topics, and clinical news update. There is a 
psychology seminar every Friday evening at the University of Essex which I sometimes 
go to.
At work I am involved in assessment and treatment of clients, supervision and 
consultation to colleagues and trainees, teaching, service development and research. 
The team psychiatrist and I have started a study on “why clients do not attend their 
appointments” a few months ago. I am also involved in the development of specialist 
services for survivors of child sexual abuse.
The following are courses, workshops and seminars I have attended since coming over 
to the UK:
1994 Psychotherapy seminars every Wednesday (in-house)
Part-time course in Neuropsychology at the Institute of Neurology
1995 Solution-focused Therapy Seminar
Seminar on Advancement in Pharmaceutical treatment of depression
1996 Psychosexual counselling Seminar 
Workshops on Treating Dissociative Disorders 
Conference on Mental Health of Chinese Community in UK
1995-97 PsychD conversion course
Apart from work, most of my spare time since coming over to the UK has been spent 
on (1) getting to know a new culture; (2) catching up on treatment of adult; and (3)
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the PsychD conversion course in 95-97. In addition, I still give talks on parenting and 
mental health to the Chinese community in Britain, and I was interviewed by the 
Chinese satellite TV channel and Chinese Radio a few times on mental health and 
parenting issues with special reference to the Chinese community here.
I was lucky to have an employer who was very supportive of professional 
development. I was given study leaves to do my Neuropsychology Course and then the 
PsychD Conversion Course, plus other seminars and workshops. As a result I feel I 
have learnt a lot over the past two years both in terms of clinical skills and academic 
knowledge. However, in terms of service development, there was less I could do 
compared with where I used to work in Hong Kong. Lacking money (and hence 
manpower) is one fatal obstacle. In addition, the emphasis of the Government on 
providing mental health services only to the most seriously ill means that I can no 
longer initiate the development of any preventive services. Thirdly, although I work in 
a “multi-disciplinary” team, it is only true in terms of team composition. When it comes 
to practice, we all work on a highly individual basis and there are not too many 
common interests to be pursued for the development of the team as a whole.
In the coming couple of years, my foci of professional development will be on (1) 
completing my PsychD; (2) developing a specialist service at work for survivors of 
cliildhood abuse; and (3) promoting mental health awareness in the Chinese community 
in the UK.
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CLINICAL DOSSIER 
PARTE
This section is a reflective account of an in-house project that took place when I 
worked as a clinical psychologist with the Child Assessment Services under the 
Department of Health in Hong Kong. The lessons I learned in fostering multi­
disciplinary co-operation and empowering other professionals in conducting research 
will be the foci of reflection.
1. Background of the study
The Child Assessment Services provide assessment and treatment to children up to 16 
years of age. It is a multi-disciplinary service which includes clinical psychologists, 
developmental paediatricians, speech therapists, occupational therapists, social 
workers, physiotherapists and paediatric nurses, etc. The types of referrals include 
developmental delay, speech problems, autism, assessment for placement, gifted 
children, neuropsychological problems and various emotional and behavioural 
problems. Appropriate and accurate assessment is crucial to these children because it 
would often have an impact on the training or treatment provided thereafter.
The Merrill-Palmer Scale of Mental Tests (M-P) (Stutsman, 1948) are widely used 
by clinical and educational psychologists in Hong Kong in assessing pre-school 
children with language and cognitive delay. However, the staff psychologists of the 
Child Assessment Services were convinced by their clinical experience that the Mental 
Ages suggested by the norms in M-P often tended to be overestimates. We therefore 
decided to do an updated local study on M-P. At the same time, the paediatricians 
wanted to update the norms of their paediatric measurements, and the speech 
therapists wanted to pilot their vocabulary test. In a spirit of inter-professional co­
operation, a large scale multi-disciplinary project emerged.
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2. Cognitive development of children
According to Piaget (1952, 1960), cognitive development progresses in stages. The 
first two years of life is basically a sensorimotor period during which the infant seeks to 
understand himself in relation to the outer world. The second stage is the 
preoperational stage (fi*om 2 to 6 years of age) which sees the development of 
symbolic functions, such as the use of language. Children of this stage begin to engage 
in problem solving and start to see relationships. During the concrete operational stage 
(from 6 to 11 or 12 years), children start to be able to think logically but are often 
restricted by concrete ways of thinking. From the age of 11 or 12 onwards, when 
children reach the formal operational stage, they are able to engage in more abstract 
and complex reasoning.
Although intelligence tests existed long before Piaget’s theory (e.g., the 1905 Binet- 
Simon Scale), the understanding of the intellectual development in different life stages 
has certainly helped later intelligence tests in the selection of age appropriate test 
items.
3. Intellectual assessment
The idea of intellectual assessment arose in the nineteenth century with the concept of 
a humane treatment of mentally defective persons. An objective system of assessment 
and classification was needed so that appropriate help could be planned and provided. 
One way of attaching meaning to the scores of these intelligence tests is to indicate 
how far along the “normal” developmental path an individual has progressed (Anastasi 
& Urbina, 1997). Therefore most intelligence tests are norm-referenced, and the scores 
yielded are relative to the comparison group performance. For instance, a 3-year-old 
who performs as well as an average 4-year-old is said to have a mental age of 4 years. 
This concept of mental age was proposed by Binet & Simon (1905), and is still 
commonly used in the assessment of pre-school children whose pace of development 
can be so varied.
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In order to establish the norms, a large and representative sample has to be studied in 
order to understand both the average performance and the pattern of variations in a 
certain group (Anastasi & Urbina, 1997). The testing environment, instructions, 
procedures and scoring methods all have to be standardised so that individual scores 
can be meaningfully compared with one another.
In the assessment of children, intelligence tests which are widely researched and 
possess satisfactory statistical properties are available (e.g., the Wechsler Intelligence 
Scale for Children, and the Standfore-Binet Intelligence Tests, Form L-M or Fourth 
Edition). Unfortunately, some children with language delay or severe intellectual 
deficits cannot even meet the lower mental age limits of these tests because of the 
heavy reliance on verbal abilities in the test construction. M-P, on the other hand, is 
characterised by a wide range of visual-motor tasks and just a few verbal items, and it 
covers mental age as low as 18 months. It has therefore become an alternative 
assessment tool for these children with special needs.
However, M-P was first published in 1931 and then 1948 and had not been revised 
since then. The norms were outdated. The sample size was extremely small for an 
official standardisation study (49 to 81 for each age group of 6-month intervals). And 
the statistical properties of the scale have not been thoroughly researched.
In the last decade, it was found that norms for mental tests do become outdated over 
time (Flynn, 1984; Kaufinan, 1990). IQ scores on various intelligence tests tend to drift 
upwards a few years after the initial standardisation and creates a progressively 
deceptive picture of a child’s cognitive functioning in relation to other children. The 
need to do an updated and local study on the properties of M-P was therefore evident. 
In particular, the staff psychologists wondered if M-P was positively biased towards 
autistic children who were severely delayed in language development with relatively 
well preserved non-verbal abilities. Overestimating their general intellectual abilities 
would lead to the false impression that they can be integrated into the normal pre­
school curriculum, thus depriving them of the chance of receiving early training which 
this group of children particularly needs.
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4. Scope of the study
The staff Clinical Psychologists were responsible for the planning, design, and analysis 
of the big multi-disciplinary project. As for the M-P study, the age range was limited to 
2 to 4 years old, because intelligence tests with better statistical properties were 
available outside this age range. (The paediatricians were interested in renewing their 
norms for children from 4 to 6 years old, while the speech therapists wanted to test 
children from 2 to 6 years of age. )
Basically we wanted to administer the test to a large number of children in Hong Kong 
in order to have some ideas of their performance on the M-P against the old norms. 
This study did not set out to be an official standardisation study because of limited 
resources. It was more an in-house study to enhance the reliability of our assessment 
service.
From clinical impression, we hypothesised that :
(1) the raw scores of the current sample would be significantly higher than their 
counterparts in the original standardisation sample; and
(2) the Mental Ages of these children calculated from the old M-P norms would be 
significantly higher than their Chronological Ages.
5. Sampling Procedure
The consultant psychologist suggested soliciting the help of the Statistics Unit of the 
Department of Health on drawing a representative sample. It was agreed that a more 
practical way of obtaining a reasonably big sample size of children was through Family 
and Child Health Centres (FCHCs) and Kindergartens (KGs).
The Statistics Unit, based on the data from the 1991 Population Census (Hong Kong 
Government, 1991), randomly drew FCHCs and KGs according to the distribution of 
population in various parts of the city. 4 FCHCs and 9 KGs were drawn. 4 KGs out of 
the 9 refused to participate in the study, so another 4 had to be randomly drawn again.
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Then, children who met our age criteria were randomly selected from each of the 
FCHCs and KGs. We were hoping to have at least 40 children for each of the 8 age 
groups (24 to 47 months at 3-month intervals). The paediatricians wanted a group of 
children who were exactly 4 years old at the time of the tests. These children were 
administered the M-P as well.
Parents of the chosen children were contacted by correspondence and followed up by 
phone. The number of respondents varied across individual FCHCs and KGs. Only 
children whose parents had returned a consent form were included in the study. The 
refusal rate was higher for the FCHCs than for the KGs ( 68% and 12% respectively). 
This was probably because parents with kindergarten-age children had started to be 
more concern about the cognitive functioning of their children. The test did not cause 
them any inconvenience or extra effort because it took place at their respective 
kindergartens. FCHC parents, on the other hand, had to make a trip and bring their 
children to the Centre for the test. This discrepancy in return rate was expected from 
clinical experience, and therefore we sent many more requests than we needed to the 
FCHC parents.
6. Testing procedure
Psychologists went to the respective FCHCs and KGs and administered the M-P on a 
one-to-one basis in a relatively quiet room or comer. (We went with either a 
paediatrician or speech therapist to each test session. Order of administration of the 
M-P and the paediatric or speech test was randomised beforehand.) Most children 
were cooperative and found the test materials interesting. The test took about 35 
minutes to administered (and the paediatric or speech test both took about 25 
minutes). Two children with sensory handicaps and one child who failed to complete 
the full scale were excluded from the sample. 347 children completed the test.
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7. Sample Characteristics
7.1 Age and Sex distribution
There were 186 boys and 161 girls in our sample of 24- to 48-month-old children. The 
number of subjects in the 45 - 47 months and the 48 months groups was smaller than 
the other age groups because of practical difficulty in recruiting. Children of this age 
range usually have stopped attending FCHC regularly but have not yet started KG.
As seen fi*om Table lA, the original standardisation used 6-month intervals in its age 
grouping. It tested children up to the age of 77 months. However, we felt that a 
smaller interval of grouping could give more accurate results and so decided on a 3- 
month interval instead. It was our clinical impression that scores of M-P could 
progress quite significantly in 6 months. The male-female ratio of the original 
standardisation was not known. As explained above, the ceiling age of the study was 
set at 48 months because children older than that could be tested on other more 
reliable tests. (Refer to Table IB)
Age
Group
(months)
No of 
Children
24-29 67
30-35 81
36-41 69
42-47 59
48-53:
Age
Group
(months)
Male Female Total % of
Sample
2 4 -26 17 19 36 10.4%
27-29 29 24 53 15.3%
30-32 39 25 64 18.4%
33-35 27 27 54 15.6%
36-38 21 16 37 10.7%
3 9 -4 1 19 20 39 11.2%
4 2 -4 4 20 18 38 11.0%
4 5 -4 7 8 9 17 4.9%
#:z48:'".y- •: 3% 2.6%
Total 186
(53.6%)
161
(46.4%)
347 100.0%
Table lA 
Age distribution of 
Original Standardisation
Table IB 
Age and Sex Distribution of 
the Present Sample
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7.2 Parents’ Educational Level
Table 2 shows the level of parental education of the sample compared to statistics of 
the Hong Kong population (Hong Kong Government, 1991). The match looked good 
to the team and was thought to be acceptable by the Statistic Unit. Such a match gave 
us more confidence in the generalisability of our findings.
Educational Level Father 
Sample Population*
Mother 
Sample** Population
University/ Polytechnic 12.1% 13.7% 5.8% 7.5%
Matriculation 5.5% 4.7% 3.5% 4.4%
Upper Secondary 29.7% 27.6% 37.8% 32.1%
Lower Secondary 30.3% 28.1% 27.1% 25.2%
Primary 20.7% 23.6% 23.4% 27.2%
No formal schooling 1.7% 2.3% 2.0% 3.6%
* Population is defined as "Ever married population with children aged under 5 by 
sex in 1990-91”.
** 0.6% of the sample did not give information on this.
Table 2 Educational Attainment of Parents
8. Reliability of the Scale
Split-half reliability coefficients were obtained for the sample. They ranged from 0.85 
to 0.94 for the various age groups and were thought to be satisfactory.
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9. Summary of Findings
9.1 Differences between original and present findings
The mean Total Scores of the present sample were consistently and significantly higher 
than those reported in the original standardisation. Table 3 shows the differences 
according to the original age grouping, and Table 4 shows the progressive increase in 
Total Scores with age in the present sample and the increasingly big discrepancy 
between CA and MA if the old norms were to be used.
Age Group
(months)
Old sample
N Mean Total 
Score (A)
Present sample
N Mean Total Difference 
Score (B) (B - A)
24-29 67 18 89 27 q**
30-35 81 31 118 39 8**
36-41 69 47 76 56 g**
4 2 -4 7 59 57 55 71 14**
48-53* 59 65 9 76 i r
* For the present sample only children of 48 months were tested.
** Differences were significant at 0.01 level.
This figure requires cautious interpretation because in the present sample this group only 
consists of 48-month-olds.
Table 3 Mean Total Scores of the original and present samples
Age Group
(months)
N Mean Total 
Score
S.D. MA as suggested by 
old norms (months)
M A -C A
(months)
24-26 36 23 6.6 29 4
27-29 53 30 7.5 32 4
30-32 64  ^ 36 8.9 34 3
33-35 54 42 10.7 37 4
36-38 37 49 11.9 40 3
39-41 39 63 13.1 49 9
42-44 38 70 9.9 54 11
4 5 -47 17 73 7.8 56 10
48 9 76 10 59 11
Table 4 Discrepancies between CA and MA if the old norms were to be used.
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As seen from the tables 3 & 4, both of our hypotheses were confirmed by the findings 
of the present study. That is to say, a) the raw scores of the current sample were 
significantly higher than their counterparts in the original standardisation sample, and 
b) the Mental Ages of these children as suggested by the old M-P norms were 
significantly higher than their Chronological Ages.
9.2 Extra findings - Conversion of total raw score to mental age
As the study progressed we realised that we actually had enough information to come 
up with a revised norm table. Although, as mentioned above, the study did not set out 
to be a re-standardisation study, we were too dissatisfied with the properties of the old 
norms, and I volunteered to take on the extra statistical analyses to produce further 
useful information.
Theoretically speaking, a child’s chronological age (CA) should be equal to his mental 
age (MA). In the original standardisation of M-P, the Mean Total Score of an age 
group is used as an indicator score for that MA. If a child failed to achieve that Score, 
he would be given an MA smaller than his CA and thus have an IQ of less than 100 
and vice versa. This was not the most scientific way of identifying mental ages of 
children, but since this was how the original norms were derived, we had to use the 
same method in order to compare with the old ones.
The scatter plot of raw total scores against chronological age in the present sample 
was shown in Fig 1. It is evidenced that the raw total scores bear a roughly linear 
relationship to CA. Linear regression analysis was therefore employed to smooth out 
irregularities in the conversion to NIA, resulting in Appendix A. IQ distribution using 
the newly derived conversion table resembled a normal distribution much better than 
when the old norms were used. This new conversion table served as a guideline for 
interpretation of test scores and was found to coincide with clinical impressions 
regarding the cognitive functioning of children by all disciplines.
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IQ correlates were also studied and many item analyses were done comparing with the 
old sample. Some of the interesting findings can be found in the appendices.
Apart from analysing the M-P study, I also helped with the statistical analysis of the 
paediatricians' and the speech therapists’ studies, and the overall relations of the three 
parts of the bigger project.
10. Outcome of the study
10.1 For the Child Assessment Services
All three parties ( paediatricians, psychologists and speech therapists) and the service 
as a whole were delighted with the findings which were clinically useful and could 
improve the quality of our assessment service. The consequences of this would be 
more appropriate recommendations for the training and treatment of children with 
special needs. This was the ultimate goal of the project ( instead of engaging in a 
merely intellectual exercise ) and we were all very pleased to have achieved it. The 
findings were presented in a seminar to all clinicians in the service and were very well 
received.
10.2 For Psychology as a profession
After the statistical analyses, it was noticed that the present study actually yielded 
satisfactory reliability, was based on a representative sample similar in size to the 
original one, and should therefore possess similar generalisability as the original one, 
especially for our local children.
The psychologists therefore undertook the responsibility to compile a report on the 
findings and presented it in seminars organised jointly with the Hong Kong 
Psychological Society to fellow psychologists and other related professionals. 
Cautions, alternative interpretation of findings and lessons to learn were also discussed. 
The findings were in general supported by clinical impressions of clinicians in other 
settings as well, and the report was very well received.
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After the seminars, psychologists in different settings agreed to try scoring on both 
norms for a period of time and come together again to share their experience in using 
the new one.
11. On Reflection
In retrospect, there were a few interesting things to be learned both for myself and for 
the Psychology Department as a whole.
First of all , I felt that communication between the various professionals was not 
enough at the initial planning stage. To begin with, it was difiScult to gather clinicians 
fi'om various disciplines based at different centres to meet. Then, because of time and 
resource constraints the study was pushed forward without thorough discussion and 
planning. A lot of assumptions were made regarding what each other wanted to study 
and how the study ought to proceed, only to find out later that different disciplines 
actually had very different ideas of what they wanted to do. This I think is a common 
problem in multi-disciplinary co-operation. Very often people feel reluctant to take a 
lead role in planning for fear of being viewed as being too dominant; then the one who 
is forced into such an organising role may not know much about the subject.
Fortunately this problem was not too serious where I used to work. Different 
professions had a lot of respect for each other and acknowledged the different training 
and expertise of different clinicians. As a result, a few psychologists who had more 
experience in research started to take the lead role in the evolution of the planning 
process. However, then, some clinicians became too content with their “follower ’ role 
and were happy to leave most of the work to the psychologists. It then became clear to 
me that psychologists needed to act as facilitators instead of “leaders” in order to a) 
foster involvement of other clinicians; and b) avoid being dumped on and becoming 
overburdened. This was a very fine balance which was not always easy to achieve.
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In the process of this study, the evolution of team dynamics have roughly gone through 
the following stages:
1. Confusion (lack of communication, organisation and leadership)
2. Everybody wanting to do different things with lots of enthusiasm
3. Clarification and consolidation (by psychologists)
4. Designing and preparation (by psychologists, other clinicians were waiting to be 
told what to do)
5. Operation and Co-operation (this involved everybody)
6. Data analysis (initially mainly by psychologists; later on other clinicians were 
encouraged to do their own analysis with psychologists’ support)
7. Presentation of Findings (involved every discipline)
So there were stages in which psychologists were left to do most of the work, but we 
tried hard to involve other clinicians as far as possible. It turned out that most 
clinicians seemed to be happy with the mode of interdisciplinary co-operation. Some 
even expressed thanks to the psychologists’ leadership and support and said that they 
had learned a lot about doing research. No ill feelings between disciplines were ever 
noticed during the process. Personally I was really pleased to know that some 
colleagues felt empowered in doing research. I think this indicates to some extent that 
the psychologists have successfully played a facilitative instead of a dominant role. And 
hopefully those colleagues would be able to take on more to test their skills next time 
the team wants to carry out research again.
I have also leamt from doing this study that different professionals actually have 
different training and thus differ in the way they conceptualise a clinical or research 
problem. This is exactly why we need a multi-disciplinary team to broaden each others’ 
views, and why open communication is absolutely crucial. Without thorough 
discussion and clarification, we could end up doing lots of things which could not give 
answers to our research questions. Fortunately, in our project, this problem was 
realised early enough to be rectified. While the Statistics Unit was doing the random 
sampling for us, I urged colleagues to rethink what they wanted out of this study and 
try to clearly lay down the research questions. Psychologists colleagues were more
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aware of the need of doing so and quickly put our brains together to come up with 
some sensible (and answerable) “research questions”. However, other professionals 
were less familiar with the concepts and procedures of doing proper research and 
seemed to have some difficulties in translating their clinical interests into research 
questions. This is something I think psychologists should be available to help other 
colleagues with, and indeed we have in this project. In the process of helping other 
professionals ( i.e., paediatricians and speech therapists) formulate their research 
questions, I came to understand more of their clinical concerns and this helped me 
look at a clinical problem from some different angles.
Right from an initial stage the Consultant Psychologist suggested involving the 
Statistical Unit in giving advice regarding sampling issues. I thought this was really a 
clever idea. Had he not suggested so, I probably would have spent, an unnecessarily 
huge amount of time attempting to find a representative sample. And to be honest I do 
not think I could do it any way near as professional as the Statistic Unit. In fact I have 
learned a lot from them as far as drawing representative sample is concerned. I was 
more used to doing every single step of a piece of research by myself as a student/ 
trainee. Now I have learned to make full use of other resources available, especially 
other people’s expertise.
In preparing for the study, it also reinforced my belief about the importance of 
interpersonal ( or sometimes clinical) skills in doing academic research. As mentioned 
earlier , the Statistical Unit helped draw randomly the FCHCs and KGs and we sent 
them letters inviting their participation in the study. Only a couple of them replied 
voluntarily. This was not surprising at all, because the testing procedures could really 
cause some disturbances to their day-to-day running. ( Pre-schools in Hong Kong are 
generally more concerned with academic standards and discipline issues than those in 
the UK.) In order to solicit their co-operation, I decided to ‘phone the headteachers 
myself to explain the need of the study, express our real gratitude for their help, and let 
them know we were ready to fit into their timetable and make all sorts of arrangements 
to minimise their inconvenience. I felt that the sincere and open communication had 
worked. Most headteachers became very helpful after the personal conversation and
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were willing to go into troubles to make arrangements for us. Without their help, the 
study would not have proceeded so smoothly.
Any other lesson I learned from doing the project was to stay practical and 
acknowledge our limitations. Right at the beginning, knowing that the project was well 
supported by the Head of the service and a lot of resources were going into it, I was 
hoping to do it in a proper and “ big” way in an academic sense, i.e., getting a huge 
sample size and all its properties right, cross-checking the findings using some other 
assessment tools, etc. I was convinced that if the study was not done properly, the 
findings yielded would not be reliable and valid to be useful anyway. However, the 
other clinicians felt a bit overwhelmed by such a large scale project and started to show 
some hesitation. They were concerned that this would take too much time away from 
(and thus causing disturbance to) their clinical duties. And, because of their different 
training, they did not seem to think it was necessary to do it in such a “strict” way. I 
then realised that the only way to get the project going was to compromise by cutting 
down the scale of the project. I decided that it was more important to cultivate 
consensus, co-operation and support among colleagues, and make them feel 
comfortable with what they were going to do, then to turn out a “perfect” piece of 
research. Looking back, I think I have made the right decision without compromising 
the quality of the project too much.
In summary, I really enjoyed the multi-disciplinary co-operation and the fruit of it. 
Here in the UK, while many psychology departments in the NHS trusts are facing the 
“identity crisis” of being dissolved under general management, perhaps we should help 
other professionals understand our training and expertise in areas such as conducting 
research and fostering multi-disciplinary co-operation in order to make our “values” 
more widely known.
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Appendix A: Conversion Table from Total Raw Score to Mental Age
SCORE MENTAL AGE 
(MONTHS)
SCORE MENTAL AGE 
(MONTHS)
0 17 47 35
I 17 48 35
2 18 49 36
3 18 50 36
• ^ 18 51 37
19 52 37
Ô 1 19 53 37
7 1 20 54 38
S 1 20 55 38
9 i 20 56 38
10 ! 21 57 39
11 i 21 58 39
I 12 1 22 1 59 40
I !3 I 22 1 60 40 !
1 1 22 1 61 40 !
1 15 ! 23 i 62 1 41 !
16 i 23 1 63 1
17 ! 64 1
IS ! 24 1 65 i 42 !
19 1 24 1 66 I 42 1
20 i 25 1 67 1 43 1
21 1 25 1 63 1 43 !
22 1 25 ! 69 ( 43 1
23 1 26 1 70 1 44 1
24 1 26 I 71 1 4 4  !
25 1 27 1 72 1 45 !
26 1 27 1 73 1 45 i
27 1 27 1 74 1 45 !
23 ! 23 1 75 1 46 I
29 1 23 1 76 1 4 6  1
30 1 23 1 77 1 47 1
31 1 29 1 78 1 47 1
32 1 29 1 79 1 4 7  1
33 1 30 1 30 1 48 ■ 1
3— 1 30 1 31 I 48 1
35 1 30 1 32 i 49  !
36 1 31 1 33 1 49  1
37 1 31 1 34 1 49 1
33 1 32 1 35 1 50 1
39 1 32 1 , 36 1 50 1
40 1 32 1 37 ! 50 !
41 1 33 1 38 1 51 1
42 1 33 1 39 1 51 1
43 1 33 1 90 1 52 1
44 1 34 1 91 1 52 1
45 1 34 1 92 1 52 1
46 1 35 1 93 1 53 1
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Appendix B: IQ Correlates
a. Demographic variables
Among all demographic variables, parental education, birth order, story-telling/reading 
with mother and story-telling/reading with other family members were found to be 
significantly correlated with IQ. Besides, girls obtained consistently higher IQ scores 
than boys across all age groups. The mean IQ for girls was 101.72 while that of boys 
was 98.51 according to the new norms.
Demographic Variables 
correlating with IQ
Pearson Correlation 
Coefficient
Significant Level
Father’s Education 0.16 .003
Mother’s Education (125 .000
Birth order -.11 .045
Story telling/reading with mother 0.14 .011
Story telling/reading with other
family members
(except parents and siblings)
0.27 .013
Table 5. Demographic Variables found to be Significantly Correlated with IQ.
b. Test Items
Among the Performance items, scores of Seguin Form Board, Mare & Foal and Peg 
Board B were found to have highest correlation with the overall IQ. The former twé j 
items measure perceptual discrimination skills while the latter was a measure of ^  
dexterity in eye-hand co-ordination. Questions and Action Agent in the Language 
items also had high correlations with IQ. Both were measures of vocabulary, 
comprehension and expressive language skills.
Test Items 
correlating with IQ
Pearson Correlation 
Coefficient
Significant
Level
N
Seguin Form Board 0.36 .000 321
Mare & Foal 0.36 .000 220
Peg Board B 0.35 .000 341
Questions 0.34 .000 347
Action Aaent 0.32 .000 347
Table 6. Test Items found to be Significantly Correlated with IQ.
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Appendix C:
Items in Ascending Order of Difficulty in terms of Percentage Passed
It&szs
r fu m b e r  o f  
C liild r e a  p a sse d  
(N = * 3 4 7 )
P ercca ca g e  o f  
C h ild ren  p a ssed  
(N = * 3 4 7 )
I te m s
N u m b e r  o f  
C h ild r e n  p a sse d  
(N  =  347}
P ercea ca g e  o f  
C h ild fc a  p a ssed  
(N  =  347)
M3 1 2^7 100.00% 1 M47 146 42.0726 1
MS ! 2^7 100.00% 1 M43 124 33.62% 1
MS 1 2-13 93.83% 1 M30 134 33.6226 1
M IS • 2ÜG' 97.98% 1 M79 127 35.5026 !
M6 233 97.59% 1 M23 123 3 3 .4 5 % 1
M2 239 97.53% 1 M61 122 35.16% 1
M9 233 97.41% 1 M65 119 34.29% 1
MÂ 2 37 97.1229 1 M35 113 33.14% 1
|M1S 233 93.33% 1 M40 111 31.0926 :
M l 2 230 95.10% 1 M48 111 31.99% 1
M7 228 94.52% I M39 104 39.9726 1
MT4. .-223- 93.08% I M77 103 29.6326
M2T 220 1 9 7 0^ -70/3  1 M88 95 27.57% i
M 2 i 219 1 91.93% 1 M42 91 2522:% !
M1Q 213 • 90.75% 1 M3! 91 25.2226
Ml 21S ! 90.73% |M73 55 24.5-326
M13 214. 9-0.49% 1 M71 5 4 24.21%
!M23 210 ‘ 29.24% 1 M34 30 23.05%
|M '1 208 28.75% 1 M62 79
|M 2c 20S : 22.12% !M73 73 22.4626
iM ia 203 ! 37.902'a 1 M91 21.5126
iM2S 2=3 . 1 25.58% |M65 73 21.0426
lM25 239 ! 23j:=«'a IM46 72 2-0.75%
I'M ^ 233 ! 31.55=6 1 M63 72 20.75%
jM l7 231 1 20.93% jM90 53 19.60% !
|M 2: 275 1 79.54% 1 IM75 55 19.0226
;M3= 251 ! 75.2226 1_ |M 92 13.7326
!M1S 233 1 73.7526 1 IM32 59 17.00%
M2E 244. i 70.3226 1 M74 16.7126
M61 243 1 70.0326 1 M53 15.53%
M3^ ! 241 i 59.4526 1 M8 6 13.55%
M 37 1 240 ! 59.16% 1 M63 5 l I 14.7026
|M 23 Î 227 1 55.42% 1 M35 4 5  1 12.9726
|M i-i Î 217 1 52.54% 1 M93 4J. i 12.5326 !
1.V.32 1 212 1 51.1026 1 M89 32 1 9.2226 1
M2S i 207 1 29.6526 1 M64 31 1 3.9326 1
MS3 I 207 1 59.6526 1 M73 30 i 3.55% 1
rn72 1 195 1 57.0526 1 M69 25 1 7.0926 I
:v!2G ! 195 1 5 5 .4 3 % 1 M70 22 1 6 .3 4 % :
M^9 1 190 1 5 4 .7526 1 M81 18 I 5.19% !
M 57 1 183 1 53.3126 1 M82 16 1 4.6126 I
M 27 1 ir a  1 51.30% 1 M84 14 i 4 0326 1
M 22 1 173 1 5-0.4026 1 M83 14 i 4 0326 1
M6Q 1 184 1 47.2526 1 Mao 9 1 2.5926 1
MSO 1 1 6 0  1 46.1126 1 M87 9 1 2.5926 i
M35 1 134 1 44.3326 1 M83 1.4426 1
M 67 1 131 1 43.5226 1 1 1 . 1
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ABSTRACT
This study aims to expand and verify the clinical impressions regarding the “damaged 
self’ in adult female survivors of child sexual abuse (CSA), focusing on their a) self 
construal; b) self regulatory functioning; and c) pre- and post-treatment changes. Both 
qualitative and quantitative methods were used in gathering and analysing data. The 
results indicated that, for adult female CSA survivors referred for NHS psychological 
treatment, their self construal was very negative before treatment. Most of them used 
constructs in relation to Self Sufficiency, Emotional Arousal or Morality to construe 
themselves. They had very low self esteem, tended to idolise their “Self Without 
Abuse” and their partners, and were socially isolated. Their negative self construal 
seemed to be a major reason for their relationship problems. Moreover, their level of 
self regulatory functioning was not significantly different from that of the schizophrenic 
patients. Therefore there was initial evidence to believe that the self construal and self 
regulatory functioning were badly impaired in this group of CSA survivors. 
Nevertheless, significant improvements in both areas were found after treatment. The 
limitations of the study, clinical implications and suggestions for future research were 
also discussed.
81
CHAPTER ONE 
INTRODUCTION
1.1 The Problem
Over the past two decades, there has been a proliferation of research studies and 
clinical publications pertaining to the understanding of child sexual abuse (CSA). The 
problem has been found to be much more prevalent than expected. Moreover, research 
indicates that CSA is positively associated with many adult mental health problems. 
Depression, Low self esteem. Anxiety problems. Post Traumatic Stress Disorder, 
Suicidal attempts. Eating disorders and Personality disorders, to name just a few, are 
thought to be common long-term sequelae of CSA (Mullen, 1993; Dent, 1993; Jacobs, 
1992; Finkelhor, 1986). However, the presenting problems and symptom manifestation 
in individual survivors may vary widely. There has not been a clear pattern of 
“necessary effects of CSA” found in previous research studies. This mixed 
presentation hinders not only the advancement in understanding the link between CSA 
and mental health, but also in the treatment of the survivors.
As a result, many clinicians feel that the mental health problems of CSA survivors need 
to be understood within a theoretical framework. “Piece-meal” treatment of the 
presenting symptoms in this client group does not usually yield long lasting benefits. 
There seems to be some underlying damage done by the abuse which would often be 
neglected or not directly dealt with by symptomatic treatment (e.g., Putnam, 1990; 
Briere, 1991, 1992).
1.2 The “Self’ as an Organising Construct
Cole & Putnam (1992) suggest using the concept of self development as an organising 
construct for the understanding of such a wide range of sequelae of CSA. They posit 
that CSA causes various long term problems by adversely affecting three aspects of the 
“self’, namely, self integrity; self regulatory process; and the sense of others, of trust, 
and of safety. Mollon (1993, 1996), another clinician concerned with the “self’ of the 
CSA survivor, also identifies seven types of disturbances to the self that can be caused
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by CSA. As a result of such disturbances, intra- and interpersonal problems arise at 
different stages of life of a survivor.
There are also other clinicians/ researchers who may not have explicitly emphasised the 
concept of “self’ in the long term effects of CSA, but have mentioned it in one way or 
another. For instance, Briere (1989, 1991, 1992) categorises the long term effects of 
CSA according to the presenting symptoms or problems. However, when it comes to 
the “core effects” which are thought to be underlying these symptoms, concepts 
related to the “self’ are used. Similarly, Alexander (1992) groups the effects of CSA 
under 3 categories all of which are essentially related to various aspects of the “self’. 
This phenomenon can be seen in other attempts to group long term effects of CSA 
(e.g., Trickett & Putnam, 1993). In view of such clinical consensus, it is necessary for 
both clinicians and researchers in this field to look into this damaged self hypothesis 
and examine its scientific basis as well as clinical application.
1.3 What is “Self’ ?
The “self’, however, is a complicated and multifaceted concept (Markus & Wurf, 
1987). It does not only reflect on-going behaviour but also mediates and regulates this 
behaviour (pp. 299). Bombarded by the wide range of topics covered by or related to 
the “self’, Markus & Wurf organise them broadly under 1) self representation and 2) 
self regulation. They suggest that not all self representations or identities that are part 
of the complete self-concept will be accessible at any one time. There is a working self- 
concept which mediates intrapersonal processes such as information processing, affect 
regulation, and motivation; as well as interpersonal processes such as social 
perception, situation and partner choice, interaction strategies, and reaction to 
feedback.
Taking together the findings that a) the “self’ mediates various intra- and interpersonal 
behaviours, and b) many long term sequelae of CSA are related to the “self’ and its 
impairment, it is important for clinicians who work with survivors of CSA to gain an 
understanding of the survivors’ “selves” in order to put the wide array of presenting
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symptoms into perspective. Indeed, some clinicians have suggested doing “self work” 
before dealing with individual symptoms in survivors of CSA (e.g., Briere, 1992; 
McCann & Pearlman, 1990).
1.4 The Inadequacies of Past Research
Although the important role played by the (damaged) self is widely recognised in the 
CSA literature, most research studies so far have only focused on individual facets of 
the “self’, such as self esteem, self denigratory beliefs, or body image. This may have 
been due to the difficulties in operationally defining the “self’ in a scientific way. As a 
result, only the objective and measurable aspects of the “self’ have received more 
study.
This scientific emphasis is not always helpful when it comes to the treatment of 
survivors of CSA. For instance, in helping a client raise his/ her self esteem (SE), it is 
more important for a clinician to understand the standards the client compares him/ 
herself against, than to have an SE score in hand. The characteristics of this 
comparison process, which is not reflected in the SE score, is also crucial. While some 
esteem-building exercise (such as listing one’s strengths or good qualities) is good for 
most people, it is not uncommon to hear a survivor say, “Yes, I may be a friendly 
person. So what?” Obviously, being friendly or not does not feature highly in this 
person’s self construal, and does not, therefore, help much in raising his/her self 
esteem in general. The same applies when a survivor says “I am worthless”. The 
therapist must understand what it takes for this particular person to feel “not 
worthless” . This necessitates an exploration into the person’s construct or meaning 
system, and must go beyond information provided by a score from a standardised 
inventory. Personal Construct Psychology (PCP), in this respect, seems to be a 
promising paradigm which can bridge the gap between scientific measurements and 
clinical meaningfulness, because it allows the study of the “self’ in an idiosyncratic and 
yet measurable and comparable way.
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1.5 Personal Construct Psychology
According to PGP, human beings need to be able to predict themselves and the world. 
A person gradually develops a picture of “self’ by construing the replications of his/ 
her own behaviours. A set of self constructs is thus formed to define one’s “self’ as 
opposed to “not self’, and such constructs are thought to be essential to the 
maintenance process of human beings because of their predictive power (Kelly, 1955). 
Psychological problems are understood in relation to core constructs and the manner 
of construal. A mentally healthy individual should be flexible in allowing constructs to 
change in face of continual validation or invalidation. However, in adult survivors of 
CSA, such a flexibility may have been compromised by the nature and side effects of 
the abuse (Kelly, 1955).
McCann & Pearlman (1990) are among the few people who try to link PCP principles 
with the understanding of survivors of trauma. They propose a Constructivist Self 
Development Theory and suggest how trauma such as CSA may damage the 
survivor’s “self’ in various ways. They posit that the victim/ survivor is not a passive 
receptor of the trauma, but he or she possesses an inherent capacity to construct his or 
her own personal reality. However, apart from mentioning their conviction in 
constructivism in relation to coping with trauma, McCann & Pearlman have not 
elaborated on self construal in their theory. Rather, there are propositions as to how 
the self and its functioning can be damaged by trauma, and how these can be healed. 
Unfortunately, little research has been done in this connection.
1.6 Self Regulatory Functioning
The other aspect of the self, the self regulatory functioning, has been mentioned in 
different ways in the CSA literature, but has not been systematically studied. For 
instance, it has been suggested that CSA survivors are particularly weak in affect 
regulation (Briere, 1989; Alexander, 1992; Trickett & Putnam, 1993), impulse control 
(Alexander, 1992), regulation of negative behaviours (Trickett & Putnam, 1993), and 
in relating to others (Mollon, 1996; Briere, 1989). These may all be considered parts of
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the self regulatory functioning of an individual. However, no study can be found in an 
exhaustive computerised search* that examines this aspect of the self of CSA survivors.
1.7 Synthesis
In view of the lack of research findings to support the clinical impressions regarding 
the damaged selves of adult survivors of CSA, the present study aims at refining such 
clinical impressions by a) adding new information regarding the self construal of adult 
survivors of CSA, and b) examining the “damaged self’ hypothesis in a systematic 
way.
In addition, pre- and post-treatment comparison was conducted to assess the changes 
in self construal and the self regulatory functioning. Whilst bearing in mind the need to 
understand the idiosyncratic aspect of self construal and functioning of individual 
survivors, attempts will also be made to see if there are any common patterns among 
survivors of child sexual abuse as a group.
'Computer databases of MEDLINE and PSYCHLIT were searched using various combinations of the 
following keywords: child/ childhood, sexual abuse, self, regulation/ regulatory function/ functioning, 
self impairment, impaired self, self control, behaviour regulation, affect/ emotion/ emotional 
regulation, and impulse control.
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CHAPTER TWO 
LITERATURE REVIEW
The literature review consists of three sections. Section I is a comprehensive review on 
some important aspects and conceptualisation of Child Sexual Abuse (CSA) and its 
sequelae. In Section II, self theories will be examined in relation to the hypotheses 
regarding the long term impact of CSA on the survivor’s “self’. Section III is a 
synthesis of the first two sections, highlighting the gap between theory and research.
I. Child Sexual Abuse
1. Definition and Scope I
In the literature of child sexual abuse (CSA), a wide array of definitions ofdhe term 
were suggested and used by different authors. They range from very general and all- 
encompassing ones to more specific and measurable ones. The following are just a few 
examples;
Child sexual abuse is / refers to / involves.....
“the sexual molestation of a child by an older person perceived as a figure of 
trust or authority - parents, relatives ( whether natural or adoptive), family 
friends, youth leaders and teachers, etc.” (Survivors, Incest Survivors 
Campaign, quoted in Hall & Lloyd, 1993)
“sexual contact between an adult and a child less than 18 years old in which 
the child is used for the sexual gratification of the adult” ( American state law, 
quoted in Green, 1993)
“the involvement of developmentally immature children and adolescents in 
sexual actions which they cannot fully comprehend, to which they cannot 
give informed consent, and which violate the taboos of social roles” (Kempe 
&Kempe, 1984)
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“any sexual contact between an adult and a sexually immature child for the 
purposes of the adult’s sexual gratification; or any sexual contact to a child 
made by the use of force, threat, or deceit to secure the child’s participation; 
or sexual contact to which a child is incapable of consenting by virtue of age 
or power differentials and the nature of the relationship with the adult” 
(Finkelhor &Korbin, 1988)
It is obvious that different definitions are adopted and adapted to serve different 
purposes, be they academic, legal, political or social. There is no perfect definition of 
CSA as such. Nevertheless, Hall & Lloyd (1993) pointed out that an adequate 
definition of CSA should include the following elements:
- the beti^ayal o f trust and responsibility;
- the abuse o f power;
- an indication o f the wide range o f sexual activity involved in the abuse;
- the use o f force and/or threats by the abuser; and
- the child’s perception o f a threat even i f  the abuse is non-coercive, non- 
threatening or non-violent.
In addition to Hall & Lloyd’s suggestion, in order to differentiate CSA from abuse 
pertaining to adults, the following two elements should also be included in the 
definition of CSA:
- the child’s developmental immaturity; and
- the child's inability to give informed consent.
Apart from the philosophical debate of what CSA is (and is not), clinicians and 
researchers have also proposed different categories of CSA. For instance, Kempe & 
Kempe (1984) listed nine categories which were not mutually exclusive but meant to 
illustrate the range and mix of activities which a child victim might be subjected to. 
They are 1) incest; 2) paedophilia; 3) exhibitionism; 4) molestation; 5) sexual 
intercourse; 6) rape; 7) sexual sadism; 8) child pornography; and 9) child prostitution.
While categorisation may be useful and necessary in some cases, a common problem is 
that psychosexual pathologies of the perpetrator are often either implicated in or 
confounded with the types of abusive activities. This is illustrated by the inclusion of 
such categories as paedophilia and exhibitionism in Kempe & Kempe’s classification. 
This not only leads to confusion in conceptualisation but also has subtle implications 
for the attribution of responsibility.
For the clarity of conceptualisation, the sexual or psychological pathologies of the 
perpetrator or of the family should be differentiated from the abusive act per se, 
because a pathology may be manifested in different behaviours, and the same abusive 
act may be caused by different reasons. A clear distinction between pathologies and 
manifested behaviours will not only help the planning of appropriate intervention but 
also inform CSA prevention programmes.
“Abusive acts”, in turn, may refer to a wide range of activities. They range from 
watching the child in a sexual way while s/he has a bath at the one end, to rape, 
accompanied by the use of violence or sadistic measures at the other end of the 
spectrum. Lying in between the two extremes are activities such as exposure of 
genitalia to a child, masturbation in front of the child, physical contacts (with a sexual 
intention) with the child, and penetration of various kinds. Adult survivors may have 
been subjected to a “one-off’ incident or chronic abuses over a prolonged period of 
time.
Finkelhor (1986) groups the wide range of abusive behaviours into contact and 
noncontact CSA. The former applies to all behaviours that involve sexual contact with 
children, such as fondling of breasts and genitals, intercourse, and oral or anal sex; 
while the latter refers to sexual exposure, exploitation and solicitation where no 
physical contact occurs. Although some forms of noncontact abuse may have certain 
psychological impact on the child, others are subject to debate. For instance, in the 
case of a very young child being watched with a sexual intention while undressing, 
since the child is unaware of the adult’s behaviour and is thus logically unharmed by it, 
it is difficult to justify the behaviour as a form of abuse. In this regard, the concept of
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noncontact abuse on its own does not seem to be a very usefiil one because of its over­
inclusiveness. However, if CSA is defined by demonstrable harm, the quantification of 
emotional disturbance or psychological harm will become a problem. Before a 
consensus of the definition of CSA is reached, the distinction between contact and 
noncontact abuse can help delineate the types of abusive behaviours included in 
different research studies, making it possible to compare the prevalence rates across 
studies. Indeed some researchers have tried to report prevalence rates both ways; with 
noncontact abuse included and excluded (e.g., Russell, 1983; Wyatt, 1985), in order to 
establish appropriate boundaries to their findings.
In short, all the ideological and operational definitions of CSA are controversial. The 
inclusion or exclusion of certain incidents (e.g., of noncontact abuse, incidents 
involving peers as perpetrators, or sexual exploration involving consenting 
adolescents), and the upper age limit of children in CSA are constantly being debated. 
Adaptations are often made according to the investigators’ own agenda. This variation 
in the definitions of CSA has to be borne in mind when interpreting the findings of 
epidemiological studies.
2. Epidemiology
“Public and professional acknowledgement that significant numbers of children are
sexually abused did not really begin to emerge until the mid-70’s” (Sgroi, 1982).
As more survivors of CSA have revealed their history, a lot more was learned about 
the aetiology, assessment, sequelae, treatment and prevention of child sexual abuse in 
the past two decades. However, as mentioned earlier, the exact magnitude of CSA 
cannot be easily ascertained because of the variations in definitions and 
methodologies used in different studies.
2.1 Incidence
Incidence refers to the number of new CSA cases that occur each year. The NSPCC, 
based on the number of children registered with them, estimated that the national 
incidence in England and Wales of CSA under 14 years of age was 5,850, and that of
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under 16 was 6,600 (NSPCC, 1990). Of the CSA cases registered with them, 78% 
were female and 22% male.
A National Incidence Study carried out in the States in 1986 found that incidence of 
CSA in the United States was 2.5 / 1000 per year, which was a threefold increase to 
the 1980 study (National Centre on Child Abuse and Neglect, 1981, 1988). As a result 
of statistical extrapolation, it is estimated that the incidence rate of CSA in the United 
States is approximately 155,900 children per year.
However, since the calculation of incidence relies on information reported to statutory 
or other recognised authorities, under-reporting is always a problem, particularly in the 
case of CSA. Finkelhor (1986) comments that because of the nature of child sexual 
abuse, its secrecy and shame, the criminal sanctions against it, and the young age of the 
victims, identification and reporting of it are discouraged, and its incidence may 
therefore be substantially underestimated.
2.2 Prevalence
Prevalence refers to the proportion of the population who has been sexually abused 
during childhood. It often relies on self-reported information from victims and abusers. 
Findings from prevalence studies vary greatly and have to be interpreted with caution 
because of a number of research difficulties. Apart from the definition problem that re­
appears repeatedly, studies have used different research designs and sampling 
techniques, resulting in varying sample characteristics. In addition, response rates are 
not always satisfactory (e.g. 50% in Russell, 1983).
According to Baker & Ducan (1985), a survey conducted by Channel 4 in Britain had 
a sample of 2019 people. 10% reported experiences of CSA. 77% said they had 
suffered no such abuse, and 13% refused to answer. Another study done by Baker & 
Ducan themselves (1985, p.458) found a 12% affirmative reply in females, 8% in 
males, and 12% refused to answer. Among those who reported CSA, 40% involved 
physical contact, and 14 % was intrafamilial.
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Table 2.1 shows the prevalence rates found in some other community studies in the 
USA or Canada. The prevalence rates vary from 6% to 54% for female and 3% to 
16% for male, depending on the types of CSA experiences included and the upper age 
limits used by different studies. Despite the variation, the findings are sufficient to raise 
general awareness of the existence and seriousness of the problem.
Study Subjects Types of CSA 
experience
Age Prevalence (%) 
females males
Finkelhor et al. (1990) 
(USA)
1481 females, 
1145 males
contact and 
noncontact sexual 
abuse
before 18 27 16
Bagley & Ramsay 
(1986) (Canada)
401 females serious sexual abuse before 16 22
Russell (1983, 1986) 
(USA)
930 females Contact-intrafamilial: 
Contact-extrafamilial: 
Contact-intra- & 
extrafamilial:
Contact & non- 
contact intra- & 
extrafamilial :
before 18 16
31
38
54
Murphy (1985) 
(USA)
415 females, 
403 males
forced unwanted 
sexual activity by 
an adult
before 18 13 3
Wyatt (1985) (USA) 248 females Contact-intrafamilial: 
Contact-extrafamilial: 
Contact-intra- & 
extrafamilial:
Contact & non- 
contact intra- & 
extrafamilial:
before 18 21
29
42
53
Badgley et al. (1984) 
(Canada)
1,006 females, 
1,002 males
unwanted sexual acts 
(including exposures)
before 18 34 13
Finkelhor (1984) 
(USA)
334 females, 
187 males
experiences with 
older partners
before 17 15 6
Table 2.1. Prevalence Rates of Child Sexual Abuse
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Instead of using random community samples, some researchers have examined clinical 
samples. Muenzenmaier et al. (1993) found a CSA prevalence rate of 45% in 78 
psychiatric outpatient females. Another study by Lipschitz et al. (1996) found 44% of 
CSA in 120 psychiatric outpatients ( 55% in females and 18% in males). The rates 
were higher than most of the findings using community random samples. Nevertheless, 
no causal attribution can be made, since there could well be some significant factors 
(e.g., family interaction) behind both the clinical symptoms and CSA. The question 
about the association between CSA and adult mental health is still unanswered.
Table 2.2 shows the findings of some other studies. Only one of them was a controlled 
study. The proportion of people having a history of CSA seemed to be extraordinarily 
high for the sexual dysfunction sample and the multiple personality disorder samples. 
Cautions have to be taken again in interpreting the numbers owing to the 
methodological problems mentioned previously.
Study Sample Sample 
size (N)
Proportion 
abused (%)
Steiger & Zanko anorexic 28 21
(1990) bulimic 45 36
psychiatric 21 33
normal control 24 9
Herman (1986) psychiatric outpatient 105 13
Friedman & Harrison (1984) schizophrenic inpatient 20 60
Briere (1984) “walk-ins” for counselling 153 43
Bliss (1984) multiple personality disorder 70 90
Coons & Milstein (1986) multiple personality disorder 17 82
Benward & Densen- 
Gerber (1975)
drug abuse 118 44
Baisden & Baisden (1979) sexual dysfunction 240 90
Gross et al. (1980) psychogenic pelvic pain 25 36
Table 2.2. Prevalence Rates of CSA in Clinical Samples
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2.3 Victim Profiles
Finkelhor et al. (1990) reported on a large scale national survey carried out in the USA 
regarding prevalence and characteristics of CSA. The median age of abuse was 9.6 for 
girls and 9.9 for boys. Victimisation occurring before age 8 was found in 23% of girls 
and 22% of boys. Jehu et al. (1987), however, found quite different rates in their study 
of female-only victims. CSA occurring before age 6 took up 45%, 86% before age 10, 
and 100% before age 15.
Finkelhor (1986) reviewed previous studies and suggested that girls were most 
vulnerable at ages 10 to 12 when they were victimised at more than double the average 
rate. Ages 6 to 7 were also found to show an increased vulnerability. (Refer to 
Finkelhor, 1986, for more detailed statistics.)
It is still controversial whether earlier onset of CSA is associated with a poorer 
adjustment in adult mental health. Some investigators have reported that younger, pre­
pubertal victims tended to make poorer adjustment while others have not found such 
an association (Browne & Finkelhor, 1986a, 1986b).
2.4 Perpetrator’s Relationship to Victim
Most abusers appear to be known to the victims. The rates range from 80% (Conte & 
Berliner, 1987) to 95% (Childline, 1990) of the cases involved. Jehu (1988) reported 
intrafamilial abuse to be as high as 64% in his sample. However, Finkelhor et al. (1990) 
found that girl victims were more likely to be abused by family members (29% vs. 11% 
for boys), while boys were more likely to be abused by strangers (40% vs. 21% for 
girls).
Natural or “substitute” father are commonly cited as abusers, but the figures vary 
widely between studies. Childline found natural fathers being responsible in 51% of the 
cases relating to girls and 31% to boys, while the rate found by NSPCC (1990) was 
25% of all CSA cases. "Father substitutes” accounted for 20% of the NSPCC cases. 
Jehu (1988) reported that 49% of the victims (same for both sexes) felt that the abuser
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was an authority figure. He commented that there was “strong support for abuse by 
natural fathers or step-fathers being especially traumatic” (1988, p. 11).
2.5 Severity of CSA
Based on his clinical observation, Groth (1978) contends that CSA is more 
traumatic when it 1) continues for a long period of time, 2) occurs with a closely 
related person, 3) involves penetration, and 4) is accompanied by aggression. Although 
these sound very reasonable, research findings have not always supported such 
speculations. This is not surprising, because most studies measure severity of CSA by 
its long term impact, while factors such as resilience and subjective interpretation are 
often missing from the analysis.
In his review, Finkelhor (1986) found that 6 out of 11 studies clearly supported an 
association between duration and greater traumatization. No relationship was found in 
3 of the studies reviewed, and 2 actually showed less trauma with increased duration 
and frequency of abuse. However, Finkelhor commented that the positive findings 
were from studies which used good outcome measures and analyses, and the 
relationship found was very strong. Apart from such recurring methodological issues 
which may lead to discrepant findings, another factor which possibly confounds with 
the duration of abuse is the level of cognitive and social development of the victim at 
the time of the abuse. According to Piaget (1952) and Erikson (1963), children have 
different cognitive and social tasks they have to accomplish at different stages. The 
longer the duration of the abuse, the more developmental stages are disturbed, and the 
higher the chance of more pervasive damage (Van der Kolk, 1996).
The connection between negative impact and relationship to the abuser is again 
debatable. Although there was evidence that abuses committed by fathers or father 
figures lead to greater traumatization (e.g., Russell, 1986; Briere & Runtz, 1985, etc.), 
Finkelhor (1986) suggested that the extent of betrayal, which was thought to be 
causing the harm, might not be determined by how closely related the abuser was to 
the victim.
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As far as the type of abusive act is concerned, Bagley & Ramsay (1986) claim that 
penetration is the single most powerful variable explaining severity of mental health 
impairment. This is supported by the findings in Russell’s (1986) study. However, 
there are other studies which either find only a general association between severity of 
abuse and severity of mental illness, or do not find any specific connection at all. The 
same happens to the fourth severity factor, the use of physical force. Seven out of the 
eleven studies in Finkelhor’s review found a positive relation between the use of 
physical force and traumatization. The rest did not find such a connection.
All in all, endeavours to identify specific aspects of CSA which are associated with 
emotional disturbance, poor adult adaptation or mental health impairment yield 
inconclusive findings. Apart from the methodological problems mentioned earlier, CSA 
is such a complex and dynamic phenomenon that many relevant factors are possibly 
missing from the analyses. Moreover, individuals seem to have reacted to CSA very 
differently, hence the inconclusive and even contradictory results. For instance, in the 
British study by Baker & Duncan (1985), although most victims found CSA damaging, 
2% of the victims actually considered it to have improved the quality of their lives.
3. Reactions to / Consequences of CSA
Although a small proportion of survivors of CSA claim that it has little or no effect on 
them, those who are affected do seem to show various adaptation and mental health 
problems. Terr (1991) conceptualised CSA as a long-standing multiple trauma. In 
addition to possibly causing Post Traumatic Stress reactions, it is believed that CSA 
may further lead to profound character changes such as denial, repression, dissociation, 
self-hypnosis, and identification with the aggressor.
3.1 Immediate Reactions
CSA by nature can never be studied “in vivo”, and its understanding often relies on 
retrospective accounts from survivors. Table 2.3 summarises the immediate reactions 
reported in Jehu’s (1988) study. Most of the reactions were negative. “More than 
two-thirds of the victims reported each of the reactions of guilt, fear, helplessness.
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compliance, anger, avoidance, denial and dissociation.” (p. 11) Jehu further comments 
that “reactions that may appear less negative at the time of the abuse are additional 
sources of adverse psychosocial adjustment at later stages.” He contends that reactions 
such as using the abuse to obtain attention, affection or rewards, experiencing physical 
or emotional pleasure may all evoke considerable self-blame and guilt at a later stage.
Reaction Victims
(total = 51)
N %
Guilt/shame/disgust 44 86.3
Fear 43 84.3
Feelings of helplessness 42 82.4
Passive compliance 41 80.4
Anger/resentment/hostility 39 76.5
Avoidance of offender 36 70.6
Denial of / dissociation from abuse 36 70.6
Used abuse to obtain attention/affection 33 64.7
Physical pleasure 30 58.8
Verbal resistance 29 56.9
Loving/protective/compassionate feelings towards offender 25 49.0
Shock/surprise 24 47.1
Physical resistance 22 43.1
Left home 22 43.1
Emotional pleasure 22 43.1
Used abuse to obtain material favours/rewards 21 41.2
Actively sought protection from others 20 39.2
Active co-operation 19 37.2
Table 2.3 Victims’ Reactions to Abuse 
(From Jehu, 1988, p.13.)
Because of the young age of the victim (the median age being 9 years old in Finkelhor 
et al.’s study, 1990), the close and confusing relationship with the perpetrator in most 
cases, and the nature of the trauma itself, it is usually difiScult for the child to react in 
ways which can bring a stop to the abuse immediately. Summit (1983) hypothesised 
the existence of a “child sexual abuse accommodation syndrome” which, among other 
reasons, prevents the child from escaping the abusive situation. The suggested course 
of development of such a syndrome is as follows:
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(1) Secrecy
Maintaining secrecy is essential to the perpetrator’s continued access to the child. It is 
done through direct or indirect coercion. Either bribes or threats, or both, may be 
used. The child would feel either obliged to keep silent in the case of bribery, or has to 
do so in order to protect him/herself or the intactness of the family.
(2) Helplessness and entrapment
Very often there is little the child can do to physically stop the abuse. Survivors 
reported that attempts to physically fight off the abuser, or to plead or pray for mercy 
were ineffective in general (DiPalma, 1994). The child thus feels helpless and trapped 
as the abusive behaviours persist over a period of time.
(3 ) Accommodation
The feelings of helplessness, together with the fear of disclosure, lead to 
accommodative behaviours. Summit suggested that there is an instinctual need to 
develop survival skills which embody a sense of power and personal control, which 
leaves the child to believe that he or she somehow causes their own pain.
(4) Delayed, conflicted and unconvincing disclosure
Summit posits that some children may not actually reach this stage. For those who did, 
most survivors reported not being believed or taken seriously by adults (Hall & Lloyd, 
1993).
(5) Retraction
The failure of the family (or other adults in some cases) to protect and support the 
child after disclosure only serves to reinforce the child’s feelings of helplessness, 
leading to retraction and further accommodation.
Unfortunately, because of the limited mental capacities and resources of children, the 
immediate reactions are often ineffective in stopping the abuse, and the accommodative 
behaviours are usually avoidant and dissociative in nature, which may lead to problems 
in their adult lives.
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3.2 Short Term Effects
The first major study of the impact of child sexual abuse using a standardised 
instrument was carried out by Gomes-Schwartz et al.(1985). They found that sexually 
abused children displayed more behavioural problems that did the control group, but 
fewer problems than children attending a child psychiatry clinic. Common symptoms 
found in sexually abused children were anxieties, fears, depression, angry-destructive 
behaviour, phobic reactions, and deficits in intellectual, physical and social 
development. More recent studies found that sleep and somatic complaints, 
hyperactivity, and sexual problem were also common sequelae in sexually abused 
children (Dubowitz et al, 1993).
The following categories of symptoms were thought to reflect the 4 major types of 
short term effects in sexually abused children as suggested by Green (1993).
(1) Anxiety symptoms
Anxiety-related symptoms and fearfulness have been frequently described as common 
short term effects of CSA. Porter et al. (1982) reported fear reactions in sexually 
abused victims extending to phobic avoidance of all males. Kiser et al. (1988) found 
that 9 out of 10 children from 2 to 6 years old who were sexually abused in a day care 
setting manifested symptoms of post traumatic stress disorder (PTSD), including 
fearfulness and hypervigilance, avoidance of activities reminiscent of the abuse, etc. 
McLeer et al. (1988) documented PTSD in 48% of sexually abused children evaluated 
at a child psychiatry outpatient clinic. 75% of them were sexually abused by natural 
fathers and the rest 25% by trusted adults, whereas none of those abused by an older 
child displayed such symptoms.
Finkelhor (1990) contended that the development of PTSD might be linked with the 
use of violence or physical force during the abuse, but this had not been empirically 
supported. Deblinger et al. (1989) matched 21 child survivors of CSA with two control 
groups of physically abused and non-abused children in an inpatient psychiatric 
hospital. 21% of the sexually abused children had PTSD compared with 7% in the 
physically abused group and 10% in the non-abused psychiatric group.
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(2) Dissociation and Hysterical symptoms
Dissociation has been described in child victims of CSA by various investigators (e.g., 
Mollen, 1996; Kluft, 1985; Putnam, 1984). Symptoms of dissociation in children 
includes forgetfulness with periods of amnesia, excessive fantasising and daydreaming, 
trance-like states, somnambulism, sleepwalking, blackouts, and multiple personality 
disorder. Some researchers reported that children presenting with multiple personality 
disorder were almost exclusively victims of severe physical or sexual abuse (Braun & 
Sachs, 1985; Kluft, 1985).
(3) Depression and low self esteem
Depression is among the most commonly observed short-term effect of CSA. 
Livingston (1987) documented major depressive disorder in 10 out of 13 sexually 
abused child psychiatric inpatients. Sansonnet-Hayden et al. (1987) reported a 71% 
incidence of major depression in sexually abused adolescents who had been admitted to 
a psychiatric hospital. These adolescents were more likely to have attempted suicide 
than their non-abused counterparts. These findings are replicated in Cavaiola & Shiff s 
(1988) study.
The problem with most of these studies is that they are based on a biased sample of 
psychiatric inpatients, which makes the strong connection found less convincing. 
Nevertheless, in his extensive review. Green (1993) has reported that “research studies 
carried out from 1980 to 1990 have confirmed the negative impact of sexual trauma on 
the child victim’s affect and self-esteem” (p.893).
(4) Disturbances in Sexual Behaviour
Friedrich (1988) carried out two controlled studies of sexually abused children. One 
study demonstrated a higher incidence of sexual behaviour problems in 20 sexually 
abused boys between 4 to 7 years old than in a comparison group of nonabused boys 
with a history of conduct disorder. Another study reported frequent sexual behaviour 
problems in sexually abused children of both sexes compared with nonabused children 
who were psychiatric outpatients and nonabused normal children. Furthermore, Becker
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& Kaplan (1988) found a link between CSA and impaired sexual impulse control, and 
a frequent history of CSA in adolescent male sexual offenders.
3.3 Long Term Effects
Since the 1980’s, there has been a gradual accumulation of research findings indicating 
that a history of CSA is associated with mental health and adjustment problems in 
adulthood, long after the abuse itself has stopped (Mullen et al., 1993; Dent, 1993; 
Green, 1993; Jacobs, 1992; Stone et al., 1988; Bryer et al., 1987; Finkelhor, 1986). 
Although there are methodological problems such as relying on retrospective self 
reports and different definitions of CSA, most researchers agreed that CSA may have 
long term effects in adult survivors.
Jumper (1995) meta-analysed 26 published studies which met stringent research j 
criteria, and found a positive relationship between CSA and impaired adult j 
psychological adjustment. Browne and Finkelhor’s (1986) review reported that adult 
women who were sexually abused as children were likely to experience depression, 
self-destructive behaviour, anxiety, isolation and stigma, poor self-esteem, a tendency , 
towards revictimization, and substance abuse. In Schetky’s (1988) review, common j 
long term sequelae of CSA ranged from depression, low self esteem, psychiatric i 
hospitalisation to poor parenting, somatisation disorder and learning difficulties. 
Another review by Bagley & Young (1990) found low self esteem to be common in 
adult survivors who were also at long-term risk for developing depression and suicidal 
ideation. These findings are supported in another review by Beitchman et al. (1992).
Different ways of classifying the long term correlates of CSA have been proposed. 
Jehu (1988) suggests that the wide range of problems can be grouped under 1) Mood 
disturbances, 2) Self-damaging behaviour, 3) Interpersonal problems, 4) Stress 
disorders, and 5) Sexual difficulties. Sheldrick (1991) reviewed different classifications 
and suggested that common sequelae of CSA fell into four general areas; emotional/ 
psychological problems; sexual adjustment; interpersonal relationships; and social 
functioning. In other words, CSA could have long term effects on almost eveiy aspect 
of the survivor’s life.
101
In addition to describing and classifying the long term correlates of CSA in adult 
survivors, Briere (1989) goes on to comment on the possible “Core effects” of CSA. 
They are the impacts of victimisation thought to underlie the clinical symptoms 
experienced by adult survivors. These core effects include Other-directeduess, Chronic 
perception o f danger. Self hatred, Negative specialness, Conditional reality, and 
Heightened ability to a\’oid, deny and repress.
However, Briere’s idea of core effects has not yet been verified by empirical research, 
and the other long term correlates found in various studies mentioned above are by no 
means exclusive to survivors of CSA. While it is clear that many survivors suffer from 
mental health problems, it is not sure whether CSA has caused any specific damage 
that warrants special clinical and research attention.
Cole & Putnam’s (1992) report, on the other hand, is more insightful. They notice a 
number of disorders in which the incidence of CSA significantly exceeds the chance 
rate. They are borderline personality disorder, rmdtiple personality disorder^, 
somatoform disorder^, eating disorders^, and substance abuse disorders in women 
Cole & Putnam posit that, since these disorders all have in common some disruption in 
self development, it is possible to use self development as a central organising 
construct for understanding the wide range of long term impact of CSA. This idea will 
be further discussed in section II-3.
 ^E.g., Brown & Anderson, 1991; Bryer et a l, 1987; Gross et a l, 1980; Herman et a l,
1989; Ogata et al., 1990; Stone, 1990; Westen et a l, 1990.
 ^E.g., Coons, 1986; Putnam, 1989; Ross et a l, 1991; Schultz et a l, 1989.
E.g., Briere & Runtz, 1988; Bryer et a l, 1987; Drossman et a l, 1990; Gross et a l,
1980; Loewenstein, 1990; Walker et a l, 1988.
 ^E.g., Bulik et a l, 1989; Coons et a l, 1989; Goldfaib, 1987; Hall et a l, 1989; Palmer et 
a l, 1990; Schecter et a l, 1987.
^ E.g., Brown & Anderson, 1991; Dembo et a l, 1989; Edwall et a l, 1989; Harrison et a l, 1989; 
Ladwig & Anderson, 1989; Miller et a l, 1987; Root, 1989; Singer et al., 1989; Young, 1990.
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4. Models explaining the damaging effects of CSA
There are different models or theories as to how and/ or why CSA could lead to so 
many undesirable effects. The theories differ in their foci within the wide array of 
problems inherent in CSA, but they are not mutually exclusive from each other.
4.1 The Four Traumagenic Dynamics
Finkelhor and Browne (1985) postulate that the undesirable effects of CSA are related 
to four “traumagenic dynamics” which alter the child’s cognitive and emotional 
orientation to the world, and create trauma by distorting a child’s self-concept, 
worldview and affective capacities.
The first dynamic, traumatic sexualization, refers to a process in which a child’s 
sexuality is shaped in a developmentally inappropriate and interpersonally dysfunctional 
fashion as a result of CSA. The body parts and sexual behaviours may be given 
distorted importance and meaning. Confusing ideas about sexual morality may be 
transmitted to the child. Frightening memories may also become associated in the 
child’s mind with sexual activity.
The dynamic of betrayal occurs when children discover that someone on whom they 
are vitally dependent has caused them harm. This symbolic “loss” of the loved one may 
result in grief and depression. There may be an intense need to regain a sense of trust 
and security, resulting in extreme dependency and clinging. Judgement about the 
trustworthiness of other people may be impaired, leading to higher possibility of re­
victimization. Extreme anger and hostility are also common reactions to betrayal.
The third factor, pcfweiiesmess, refers to the state in which the child’s will, desires, 
and sense of efficacy are continually contravened. This occurs when the child’s body 
space is invaded, and is exacerbated by any physical or psychological coercion the 
abuser may impose on the child. Powerlessness is further reinforced when the child 
fails to stop the abuse, and cannot make the adults understand or believe what is 
happening. This learned helplessness is thought to underlie many mental health
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problems such as anxiety symptoms, post-traumatic stress disorder, eating disorders 
and dissociative disorders (Finkelhor, 1986, p. 192).
Stigmatisation, the fourth dynamic, refers to the negative connotations (e.g. badness, 
shame, guilt, etc.) that are communicated to the child which are incorporated into the 
child’s self image. Such a damaged self image may lead to self hatred and various self­
destructive behaviours.
Finkelhor’s theory is valuable in highlighting four undesirable aspects inherent in CSA 
which may have long term impact. However, Finkelhor himself admits that there is no 
one-to-one relationship between the dynamics and psychological problems. More 
research is needed to examine the relative importance of the four factors in affecting 
adult mental health, or how they might interact with various developmental and 
personality factors in the process of traumatization.
4.2 Information Processing Model : Trauma Encapsulation
Hartman & Burgess (1993) suggest that “the neurobiological basis of the altered 
alarm/ dissociative process during and post sexual trauma impedes the development of 
information processing essential for the discerning of intentionality, personal 
responsibility (blame), sense of control over events, and trust in others.” (p.56)
According to them, during trauma such as CSA, the limbic system is overwhelmed by 
the confusing and intense incoming information. (The limbic system is believed to be 
the primary neurological system for coding incoming information.) An initial alerting 
response would be triggered off. This includes all physiological and psychological 
reactions to stress. If such a response is not successful in managing the incoming 
information (i.e. the trauma), the child has to accommodate the situation by developing 
a rationale for it that creates an illusion of control and direction. A survival response 
follows, which very often includes numbing and dissociation. This survival response, if 
unrectified, would in the long run alter self awareness and meaning structures. A 
fundamental disruption or distortion in the integration of experiences would result. 
“Behaviour is separated from affect; affect from event; meaning is based on disrupted
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event processing.” (p.50) The child would then be at high risk of developing some 
lasting mental health problems.
Although Hartman & Burgess’s proposition seems to make sense intuitively, much 
research will be needed to investigate how the psycho-physiological responses to 
trauma translate into impacts on the information processing system in the ways 
predicted by the authors. Waller & Smith (1994) found that CSA survivors who suffer 
from psychological disorders tended to show abuse-related information processing bias 
which might be a reason for their hypervigilance to abuse-related cues. However, 
Hartman & Burgess seem to suggest that the malfunctioning of the information 
processing system is due to a fundamental neurobiological damage, particularly in the 
limbic system. This idea is yet to be verified.
4.3 PTSD (Post Traumatic Stress Disorder) or DESNOS (Disorders of Extreme Stress not 
otherwise specified)
Some clinicians have commented that the symptoms presented by some CSA survivors 
are very similar to symptoms of PTSD (e.g., Greenwald & Leitenberg, 1990; Koverola 
et al., 1990; Wolfe et al., 1989). These symptoms include sleep disturbance, repetitive 
intrusive imageries, avoidance of possible reminders of the abuse, feelings of 
detachment and dissociation, nightmares and behavioural re-enactments.
According to the Diagnostic and Statistical Manual of Mental Disorders (4th Edition) 
(DSM-IV), the following criteria must be met for a diagnosis of PTSD: 1) The 
existence of a “markedly distressing event”; 2) Repetitive re-experiencing of the 
traumatic events in some ways; 3) Numbing of general responsiveness to, or avoidance 
of, stimuli associated with the trauma; 4) Persistent symptoms of increased arousal.
Briere (1989) reviewed the literature and found that each of the four criteria had been 
described as a long term effect of CSA (pp. 6-11). Linberg & Distad (1985) claimed 
that all the 17 incest victims they studied satisfied the DSM-III criteria of PTSD. Their 
finding was replicated to a large extent by Donaldson & Gardner (1985).
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However, Finkelhor (1987) argues that PTSD is an incomplete explanation for the 
long term sequelae of CSA. Some of the problems presented by adult CSA survivors, 
such as difficulties with relationships or with sex, and the self destructive tendency, 
cannot be adequately explained by the PTSD framework.
As a result of the PTSD debate. Van der Kolk et al. (1993) proposed a syndrome 
known as DESNOS. The categories of symptoms included are: 1) Alterations in 
regulating affective arousal; 2) Alterations in attention and consciousness; 3) 
Somatization; 4) Chronic characterological changes; and 5) Alterations in systems of 
meaning.
DESNOS was thought to be a complex form of PTSD. The symptom cluster was 
commonly found in people who had been traumatized at an early age. Van der Kolk et 
al. contended that the older the victims were, and the shorter the duration of the 
trauma, the more likely they were to develop only the core PTSD symptoms; whereas 
the longer the trauma, the more pervasive the damage.
Although DESNOS seems to describe the clinical presentation of survivors of CSA 
better than PTSD, the two share the same basic problem - they are descriptions of a 
collection of symptoms which in turn can be explained by more than one theoretical 
approaches, such as psychodynamic or information-processing approach, or traditional 
learning theories. It is therefore inappropriate to use PTSD or DESNOS as an 
explanatory model of CSA.
4.4 Transactional Perspective
Transactional theory (Sameroff & Fiese, 1990) emphasises that development proceeds 
through a series of person-environment transactions that determine a course predicting 
healthy or psychopathological outcomes. The outcome of the transaction is not only 
determined by environmental variables, such as severity of abuse in the case of CSA, 
but also by personal variables such as appraisal and ways of coping, which in turn 
interact with environmental variables again.
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Spaccarelli (1994), using a stress-appraisal-coping paradigm, suggests that there are 
basically three sources of stress in CSA: the abuse events, the abuse-related events 
(which include family dysfunction, separation and loss of social contacts, etc.), and the 
disclosure-related events (such as non-supportive responses, or having to be removed 
from home). These sources of stress interact with appraisal and ways of coping to 
determine the final adaptational outcome. Recent findings have lent some support to 
this transactional view. For instance. Binder et al. (1996) find that predictors of good 
mental health in adult survivors of CSA include both abuse variables, such as absence 
of the use of force, shorter duration of abuse and the perpetrator being a non-relative; 
as well as personal variables such as ability to externalise blame for the abuse, and 
possession of special talents and abilities.
While the transactional perspective is a very comprehensive framework that can 
accommodate limitless combinations of reciprocal interactions between stressors, 
appraisal and ways of coping, it is so general that it does not give adequate attention to 
the understanding of the negative adaptational outcome specific to CSA survivors.
4.5 The Damaged Self Hypothesis
Whilst the above models of CSA may have their own strengths, there is no 
investigation into the possible deep-seated psychological injury behind the symptomatic 
manifestation.
‘While working with adults who were victims of childhood sexual abuse, I have 
repeatedly observed disturbances in what I would characterise as the person’s self­
representations. It is my premise that many of the symptoms and behaviours manifested 
by adult victims of childhood sexual abuse can be understood as expressions of 
disturbances in one or more of these representations of self; treatment must address 
these issues to be effective”, Putnam (1990, p.113) remarks.
This view is shared by clinicians such as Briere (1992) and McCann & Pearlman 
(1990), who point to the importance of “self work” before other forms of intervention 
that deal with individual symptoms. This essentially means an assessment of the clients’
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cognitions regarding the self and others, their weaknesses and defenses, as well as 
resources and reasons for stability. The well-being of the “self’, such as positive 
feelings towards oneself, adequate self soothing and self protection strategies, and the 
ability to stop impulsive self harming activities, is attended to before other presenting 
symptoms. Their theorisation and the subsequent treatment priorities are backed by the 
clinical experience that “piece-meal” treatment of the presenting symptoms in this 
client group does not usually yield long lasting benefits. This “damaged self’ 
hypothesis in conceptualising the long term sequelae of CSA will be discussed in detail 
in the next section.
n . CSA and the Self j
1. W hat is “Self’ ?
Clinicians often refer to the survivor’s “self’ and how it can be damaged by CSA (e.g., 
Briere, 1992; Trickett & Putnam, 1993; McCann & Pearlman, 1990), but what is 
“self’? James (1890/1948) proposes the distinction between the “empirical sçlf’ - the 
“me”, and “the self as knower” or “f ’. This empirical self is similar to what, is called 
“self concept” in contemporary psychology in that it is an “object” of perception. 
James further divides the “me” into material, social and spiritual. The “I”, in turn, is 
the experiencing agent.
James’ theory of self highlights the social origin of the self, as well as the idea that self 
is multi-faceted. These emphases are largely upheld by later self theorists. Interestingly, 
while at a time self theorists tended to focus on the “multiple selves” that 
corresponded to the different social roles one played (e.g., Cooley, 1902/1964; Mead, 
1934), studies demonstrated that people tended to describe themselves in ways that 
were distinctive or that set them apart from their actual social background, even 
though their behaviour usually emphasised role-determined, common response patterns 
(Strauman & Higgins, 1993).
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This finding coincides with Kelly’s idea of “self’ and “core role structure”. According 
to Personal Construct Psychology (PCP) (Kelly, 1955), human beings need to be able 
to predict themselves and the world. A person gradually develops a picture of “self’ by 
construing the replications of his/ her own behaviours. A set of self constructs is thus 
formed to define one’s “self’ as opposed to “not self’, and such constructs are thought 
to be essential to the maintenance process of human beings because of their predictive 
power. Some constructs occupy a “core” position in the person’s construct system and 
are resistant to change, whereas other subordinate constructs are more readily 
changeable without causing significant disruption to a person’s sense of self. These 
may be the ones that change in response to the demands of different social roles.
Markus & Wurf (1987) comment that the self is a dynamic interpretive structure that 
mediates most significant intrapersotiaJ processes (such as information processing, 
affect regulation, and motivation) and many interpersonal processes (such as social 
perception; choice of situation, partner, and interaction strategy; and reaction to 
feedback). There have been different suggestions regarding the nature of this self 
structure, including a knowledge structure (Kihlstrom & Cantor, 1984), a memory 
structure (Anderson, 1983), a system of schemas (Markus, 1977), and a system of 
constructs (Kelly, 1955).
Moving away from the structural concern, Markus & Wurf suggest grouping the wide 
range of topics in relation to the concept of “self’ under 1) self representation; and 
2) self regulation. They postulate that self representations develop around those 
aspects of the self that become personally significant in the course of social 
interactions, reflecting domains of enduring salience, investment or concern. Some self 
representations are thought to be more important, more elaborated with behavioural 
evidence, and more easily activated than others. Some self representations are positive, 
some negative; some refer to the individual’s here-and-now experience, while others 
refer to past or future experiences. Some are representations of what the self actually 
is, while others are of what the self would like to be, or is afraid of being. It is believed 
that the more important a self representation, the more elaborated it is, and the more 
powerful it is in affecting various intra- and interpersonal processes.
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Self regulation, on the other hand, refers to how people control their own cognitions, 
behaviours as well as emotions. Several component processes are thought to be 
involved in the process of self regulation. They are goal setting, cognitive preparation 
for action (e.g., planning, rehearsal, strategy selection), and a cybernetic cycle of 
behaviour (i.e., monitoring, result-appraisal, and self-evaluation). Affect regulation has 
been mentioned as one of the major regulatory ftmctions of the self. It typically 
involves defending oneself against negative emotional states. Markus & Wurf comment 
that this function is accomplished by 1) maintaining consistency with one’s views of 
self; and 2) enhancing and promoting the self whenever possible.
So in a nutshell, the concept of “self’ can be broadly subdivided into self 
representation and self regulatory functioning. Subsumed under self representation are 
notions such as self concept, self image, identity, self schema and self construct. These 
are largely products of information processing procedures within the wider 
sociocultural context. Self regulatory functioning, on the other hand, refers to all sorts 
of self regulatory processes essential for the survival of human beings, such as 
behaviour regulation, affect regulation, and prediction and evaluation of self and 
others.
2. Self and Psychological Disorders
Strauman & Higgins (1993) have commented that there is a body of evidence 
demonstrating that self knowledge profoundly influences a lot of psychological events, 
from registration of stimuli to propagation of behaviour (pp. 16). Other clinicians/ 
researchers (e.g., Markus & Wurf, 1987; Carver & Scheier, 1981) have suggested that 
people regulate their behaviours through a discrepancy-reduction process to minimise 
differences between an aspect of self and some other reference value or standard for 
comparison.
Higgins (1987, 1989) elaborates on this latter principle and suggests how different 
types of within-self discrepancies are related to different Idnds of affective and 
motivational states. He contends that a discrepancy between the actual self and “ideal
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self’ is associated with sadness, disappointment and frustration; while a discrepancy 
between the actual self and “ought self’ is related to apprehension, anxiety and guilt.
Beck, though not a self theorist, have always postulated a relationship between self 
concepts and emotional states. Beck et al. (1979) proposed that negative self schemas 
(which are formed based on early life experiences) are activated by current life events 
to initiate a sequence of depressogenic cognitive processing. In this regard, there has 
been research supporting the proposition that self schemas can bias social perception 
and interpretation in such a manner as to increase the likelihood of negative self 
evaluation and resultant negative emotional states (Kuiper & Higgins, 1985).
Guidano (1987) proposed that self knowledge is organised into stable, hierarchically 
ordered mental structures which operate automatically and implicitly to influence both 
the content of mental operations and the nature of the operations. Borrowing from 
Bowlby’s (1985) knowledge structure approach to the development of emotion and 
object relations, Guidano’s model implies that emotional disorders such as depression 
and anxiety are caused by negative self representations. It has also been found that 
PTSD patients experiencing various emotional disturbances show alterations in their 
self representations (Horowitz, 1986).
In view of these clinical observation and research findings, the self construct is not just 
a vague theoretical entity, but “a natural locus for inquiry regarding the manner in 
which an individual’s identity, experience, and regulatory processes may predispose 
her/him to emotional vulnerability and, ultimately, emotional disorders” (Strauman & 
Higgins, 1993).
3. The Damaged Self in CSA Theories
Quite a number of CSA theories explicitly mention how the “self’ of a survivor can be 
adversely affected by the abuse. Although most of these theories are accepted as 
hypotheses in clinical conceptualisation, very little research has been done to verify 
these ideas.
I l l
Chung & Hill (1993) apply Kierkegaard’s idea of self in survivors of CSA and 
proposes a purely theoretical but interestingly convincing conceptualisation of 
survivors’ selves. He contends that since it is extremely difficult for children to escape 
from the abusive environment, they cannot stop being influenced and determined by 
the outer situation, i.e., the abuse. These children gradually and unconsciously become 
embedded within the abuse and have to imitate the abusers so that they can survive 
within the same environment. Their selves evolve under these circumstances and 
become their “immediate selves”. One’s “inner self’, which comes from “natural 
growth and honesty, freedom and autonomy, love and self-protection,” is undermined 
during the abuse, and “for sexually abused children to be conscious of having it is 
almost unthinkable” (p.83). As a result, there may be on the surface a reluctance to 
change in many survivors, because they are not aware of any other “selves” (apart 
from their immediate selves) for them to change into; and changing from their impaired 
immediate selves posts the threat of “becoming nothing”. Although it is almost 
impossible to empirically verify such an existential concept of self, Chung & Hill’s idea 
may receive support from and provide insight to most clinicians who have worked with 
survivors of CSA.
Leahy (1991) postulates that a healthy sense of self is replaced by various 
“psychopathological defensive structures” because of the interlinking feelings of love 
and hate often experienced by CSA survivors (p. 392). Since there is a “fusing of self­
object experience with actual sexual experiences”, a survivor’s sense of self is believed 
to become bound to his or her sexuality, hence the high incidence of sexual problems, 
relationship problems and revictimisation found in adult survivors. Furthermore, the 
high rate of CSA found in people with multiple personality disorder is thought to be 
illustrative of an extreme form of self impairment in survivors of CSA. This view is 
supported by Alexander (1992) who, applying principles of attachment theory, 
contends that disturbance of self in adult CSA survivors usually takes the form of a 
chronic negative self esteem and a sense of incapacity to afreet the world. But in more 
extreme cases such as personality disorders, the disturbed self may manifest in 
difficulties in afreet regulation, impulse control, reality testing and interpersonal 
relationship.
112
Briere (1989, 1991, 1992) suggests that some long term effects of CSA can be 
understood as an impaired self-reference. These includes problems such as identity 
confusion, boundary issues, feelings of personal emptiness, inability to adequately 
soothe or comfort oneself, problems understanding or relating to others independent of 
their own experiences or needs, or, on the contrary, not being able to perceive or 
experience their own internal states independent of the reactions or demands of others. 
Trickett & Putnam (1993) also believe that CSA may negatively affect 1) the 
development of a satisfactory sense of self (including self esteem, self confidence, body 
image, and beliefs about one’s power, control, and efficacy in the world); 2) the 
development of cognitive and social competencies; and 3) modulation of negative 
affect and behaviour (e.g., depression, anxiety, and aggression). They also draw 
specific attention to problems with self development during puberty stage of survivors 
of CSA.
Cole and Putnam (1992) argue that CSA, especially incest, tends to compromise 
ongoing development of social and self functioning of the child. Analysing the various 
short and long term effects of CSA, they find that most of the problems are related to 
either: 1) deviations in the intrapsychic processes of self definition, integration and 
regulation; or 2) deviations in the ability to experience a sense of security and trust. 
These two aspects of self disruption are in turn reflected in a) disturbances of the 
physical and phenomenological sense of self (such as identity confusion, and 
dissociation); b) poor affect and impulse control (including a variety of self critical and 
self destructive symptoms); and c) insecurity in relationships (manifested in distrust, 
suspiciousness, lack of intimacy and isolation, etc.) They have quoted research findings 
in support of the characteristic relationship problems experienced by survivors, but 
comment that research is needed to improve understanding on self definition, 
integration and the regulatory process.
Mollen (1993, 1996) also identifies 7 types of disturbances to the self that may be 
caused by CSA. They are: 1) Differentiation of self; 2) Subjective sense of agency; 3) 
Objective self (self concept and self esteem); 4) Shattered and chaotic structure and 
organization of the self; 5) Balance between subjective and objective self; 6) Illusions
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of self-sufficiency; and 7) Sense of lineage. As a result of such disturbances, intra- and 
interpersonal problems arise at different stages of life of a survivor. Again no research 
has yet been done on Mollen’s idea.
Table 2.4 summarises the damages to the self hypothesised by the above authors as a 
result of CSA.
. Self Representation Self Regulation
Alexander
(1992)
chronic negative self esteem, 
sense of incapacity to affect the 
world
difficulties in affect regulation, 
impulse control, reality testing & 
relationship
Briere
(1989, 1991, 
1992)
identity confusion, boundary 
problem
inability to soothe and comfort self, 
problem with relationship, lack of 
self understanding
Chung & Hill 
(1993)
Cole & 
Putnam 
(1992)
limited choice of possible selves 
identity confusion dissociation, poor affect and 
impulse control, problem with 
relationship
Leahy (1991) healthy sense of self replaced by 
psychopathological defensive 
structures
Mollen 
(1993, 1996)
problems with differentiation of 
self, sense of agency, self esteem 
and sense of lineage
chaotic self organisation, illusions 
of self sufficiency
Trickett &
Putnam
(1993)
poor self esteem and body 
image, sense of self inefficacy
low cognitive and social 
competence, poor modulation of 
affect
Table 2.4. Hypothesised damages to the self as a result of CSA.
4. Clinical and Methodological Problems of Existing Knowledge
The literature reviewed so far has clearly pointed out a few obstacles in advancing the 
theorisation of the “damaged self’ in the case of adult CSA survivors. Firstly, although
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the important role played by the damaged self had received support from many 
clinicians and investigators, an exhaustive literature search^ failed to locate any 
systematic research done on this topic. A few studies have focused on individual 
facets of the “self’, such as self esteem (e.g., Herman, 1981; Jehu, et al., 1985; Bagley 
& Ramsey, 1985), self denigratory beliefs (e.g.. Waller & Smith, 1994), or body image 
(e.g., Oppenheimer et al., 1985; Simonds, 1992). This probably has been due to the 
difficulties in operationally defining the “self’ in a measurable way. As a result, only 
“objective” aspects of the self have received more study. Other important issues such 
as the structure, content, meaning and functioning of the selves of adult survivors are 
almost untouched.
Secondly, different definitions of the “self ’ and of CSA were used in different studies 
and clinical formulations, rendering it almost impossible to make cross-comparison of 
the different findings. As a result, investigation into this area often appears in the form 
of isolated pieces of work, and the larger knowledge base fails to build up quickly.
Thirdly, most of the CSA theories reviewed above, with the exception of transaction 
theory, imply a one-way causal relationship between CSA on the one hand, and a 
damaged self and/or poor mental health on the other. In actual fact, although the 
majority of the research findings indicate some association between CSA and adult 
mental health, and between severity of abuse and the degree of adult psychopathology 
(Mullen et al., 1993), there are also reports of inconclusive or negative findings. 
Beitchman et al. (1992) found that there is insufficient evidence to confirm a relation 
between a history of CSA and personality disorders. Koverola et al. (1993) found non­
significant correlation between severity of CSA and depression. Studies show that 
there are many survivors who do not need psychiatric intervention, and some of them 
can even be considered high-functioning when compared to the population in general 
(DiPalma, 1994).
' Computer databases of MEDLINE and PSYCHLIT were searched using various combinations of the 
fallowing kewords: child/ childhood, sexual abuse, self, identity, damaged self, sense of self, self 
representation, self regulation/ regulatory function/ functioning, self impairment, impaired self, self 
esteem, self image, self concept, self belief, self efficacy, behaviour regulation, affect regulation, and 
impulse control.
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Hartman & Burgess (1993) did suggest in their information processing model that 
there could be different outcomes, including an “integrated” one among other anxious, 
avoidant, delinquent and disorganised outcomes. However, no explanation was offered 
as to why and how this integrated outcome could be achieved. The transactional 
perspective, on the other hand, is too general and all-encompassing, limiting its clinical 
usefulness.
Fourthly, because of the complicated nature of CSA and its aftermath, it is very 
difficult ( if not impossible) to rely on statistical manipulation to try to single out the 
effects of CSA from other “pathogenic” factors. Parker & Parker (1991), for example, 
found that “there was a steady, significant, and progressive increase in maladjustment 
between the nonabused, the nonincestuously abused, and the incest victims. When 
controls were applied for levels of satisfaction with early family life, differences 
between samples disappeared.” The problem is, the retrospective rating of satisfaction 
with early family life may well be greatly affected by, and thus highly correlated with, 
the type and nature of the abuse experience. Ignoring this factor may mean ignoring a 
big portion of the effects of CSA, rendering the remaining “statistically insignificant”. 
While it is possible to control for or “partial out” the effects of other related variables 
statistically, it may not always be clinically meaningful to do so.
In summary, the search for a unidimensional and dictating causal relationship between 
CSA (or some aspects/ characteristics of it) and adult mental health is both unrealistic 
and methodologically unfounded, because it ignores the fact that human being is an 
active agent in relation to the environment. Instead of being predisposed to react in a 
certain way, people try to make sense of the situation, hypothesise about the causes 
and effects, and act according to such hypotheses. CSA may be inherently damaging to 
the developing self, but individual survivors may make sense of their experience 
differently and hence construe their “selves” in different ways.
In this respect. Personal Construct Psychology, with its emphasis on constructive 
altemativism, seems to be a promising paradigm which not only allows the study of the 
“self’ in an idiosyncratic way, but also bridge the gap between clinical meaningfulness
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and scientific measurement with its unique ways of assessment which yield measurable 
and comparable results.
5. Constructivistic Perspective Revisited
According to Personal Construct Psychology (PCP), objective reality is a myth. Kelly 
(1955) contends that individuals are makers of meaning. Our subjective reality is based 
on the meanings we have attached to previous experiences. It is the meaning that is 
influential, not the event itself; and it is the idiosyncratic nature of our experiences that 
accounts for the difference between people.
“People are neither prisoners of their environment nor victims of their 
biographies, but active individuals struggling to make sense of their experiences 
and acting in accordance with the meaning they impose on those experiences.” 
(Kelly, 1955, p. 15)
In the case of CSA survivors, this means that they are not predisposed to any mental 
health problems by the CSA experience itself. Rather, their behaviours in the adulthood 
will depend very much on how they construe themselves, their CSA and other 
experience, and the world in a wider context.
The constructivistic perspective is both optimistic and pessimistic when applied to the 
adult CSA survivors. It is positive in the sense that it allows for possibilities of change. 
It also acknowledges the active role played by human beings in their interaction with 
the environment, as well as their ability to reflect on themselves and to change their 
behaviours. However, since self constructs are formed by construing the replications of 
one’s own behaviours to define one’s “self’ as opposed to “not self’, traumatic and 
repeated abuse experience and the related disturbed behaviours may be incorporated 
into the self constructs at a young age. This may adversely affect not only the 
behaviours of the survivor, but how s/he construe other things as well.
Kelly contends that a healthy individual should be flexible in allowing certain 
constructs to change in face of continual validation or invalidation. However, he
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admits that core self constructs are difficult to change once they are formed, because 
the world will be more predictable if people can prove to themselves they are indeed 
what they think they are, and create self-fulfilling prophecies of how others react to 
them by behaving according to their core roles. Moreover, Kelly speculates that the 
flexibility of construal may be compromised by the nature and side effects of CSA. He 
has not elaborated on how this could happen, but asserts that such a “bad scientist” 
whose construction system does not respond to constant validation or invalidation will 
be prone to psychological problems.
HI. Synthesis - Self Construal, Self Regulatory Functioning & CSA 
The Gap Between Theories and Research
McCann & Pearlman (1990) are among the few people who try to link PCP principles 
with the understanding of survivors of trauma. They propose a Constructivist Self 
Development Theory in accounting for the negative impact often caused by childhood 
trauma such as CSA. In essence, trauma is thought to compromise or distort the 
development of 1) the self, i.e., the individual’s sense of himself or herself as a 
knowing, sensing entity, complete with capacities to regulate self-esteem and ego 
resources to negotiate relationships with others; 2) psychological needs; and 3) 
cognitive schemas. They have also proposed 16 self capacities and resources which are 
thought to be essential in maintaining an inner sense of self and in regulating 
interpersonal relations.
At the same time, McCann & Pearlman emphasise their conviction in constructivism 
and state that the victim/ survivor is not a passive receptor of the trauma but possesses 
an inherent capacity to construct his or her own personal reality. However, they have 
not mentioned (impaired) “self development” in relation to any other PCP principles, 
such as how survivors’ self constructs are likely to be. Moreover, no research has been 
done on their ideas regarding the self regulatory capacities.
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Only two research studies can be identified that investigate different aspects of CSA in 
connection with PCP principles. Clarke & Llewelyn (1994) studied 6 female survivors 
who experienced re-victimisation and found that they construed the first abuser, 
second abuser and men in general in a very similar fashion. Their relationships with 
these various abusers and with men in general were also construed as being similar. 
Clarke & Llewelyn claimed that this was evidence for CSA being a “central 
component” in these women’s relationship. Unfortunately, they also found that 
although the symptomatology of these survivors was reduced after treatment, their 
construal regarding their relationship with the abusers and men in general had not 
changed much.
Another study by Pollock & Kear-Colwell (1994) studied the self construal of two 
survivors of CSA who committed violent offences against their partners. It was found 
that before treatment, the survivors had significant confusion regarding their abuser- 
victim roles, which improved after treatment. Although the study was very small in 
scale, it pointed out the importance of understanding the survivors’ self construal for 
the purpose of effective treatment. In their sample of the two survivors who stabbed, 
presumption on the part of the therapist that they identified with a victim’s role would 
lead to further guilt feelings (because of dislodgement from their core roles), thus 
reducing the effectiveness of therapy.
These two studies have focused either on the construal of relationship or the victim vs. 
abuser role of the survivors. Other aspects of the self constructs of CSA survivors have 
not been systematically investigated. Moreover, no past study on the self regulatory 
functioning of CSA survivors can be identified. The aim of the present study is 
therefore to narrow this gap between theories and research by contributing to the 
understanding of the self construal and self regulatory functioning of adult CSA 
survivors.
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CHAPTER THREE 
RESEARCH GOALS & METHODOLOGY
3.1 Goals and Foci of the present study
As there has been no direct research done on the “damaged self’ hypothesis in relation 
to the long term sequelae presented in adult survivors of CSA, the present study aims 
to refine such a clinical impression by a) adding new information about the survivors’ 
self representation through the examination of their self construal; and b) examining 
the survivors’ self regulatory functioning in a systematic way.
The study can be seen as consisting of three related parts;
i) a multiple-case study of CSA survivors’ self construal using both qualitative and 
quantitative measurement;
ii) a quantitative comparison of the survivors’ level of self regulatory functioning with 
that of the other comparison groups; and
iii) a quantitative assessment of changes before and after treatment within the survivors 
group.
Before the actual study, a pilot study was done to construct and validate a new 
instrument, the Self Regulation Profile, for use in parts ii) and iii).
Both self representation and self regulatory functioning were covered by the study. 
Possibility of change was also examined. This approach of covering different aspects of 
one multi-faceted concept (i.e., self) and the triangulation of qualitative and 
quantitative research techniques will give a more complete picture of the survivors’ 
“selves” than one that focuses on a certain aspect of the self using only one type of 
research technique. While part one is of an exploratory nature venturing into an area 
which has received little study in the past, parts two and three entail the testing of 
hypotheses derived fi’om available CSA literature reviewed in the previous chapter.
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3.2 Research Questions and Hypotheses
The following are the research questions and hypotheses of the study;
A. Self Construal:
1) How do adult CSA survivors construe themselves? More specifically:
a) what types of constructs do they use in self construal and the construal of 
other significant people?
b) how do they see themselves on these constructs ?
c) how do they see themselves in relation to others ?
d) what are the characteristics of their construct systems ?
B. Self Regulatory Functioning:
1) It is hypothesised that there is a significant difference between the LEVEL of self 
regulatory functioning of adult survivors of CSA and that of the non-psychiatric, non­
abused group.
2) It is hypothesised that the PATTERN of self regulatory functioning impairment in 
adult survivors of CSA is significantly different from that of the other comparison 
groups with mental health problems and without a known history of CSA.
C. Pre- and Post-treatment comparison:
1) It is hypothesised that there are significant differences between the pre-treatment 
and post-treatment measurements of self construal, self regulatory fimctioning, and on 
the three routine standardised measures (i.e.. Symptom Checklist-90-Revised, 
Rosenberg Self Esteem Scale, and Belief Inventory).
3.3 Subjects
The subjects used in the three different parts of the studies are not the same. For the 
multiple-case study of self construal and post-treatment changes, they are adult 
female survivors of CSA referred for psychological therapy in a community mental 
health centre over a period of 8 months. Male survivors are not included in these two 
parts of the study because there are still controversies regarding whether male 
survivors may be affected by CSA in ways that are different from female survivors
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during their development (Hunter, 1991). Moreover, the rate of referral of male 
survivors has been much lower. It would not be feasible to obtain enough number 
within the time frame to form a treatment group for them.
The inclusion criteria for the study of self construal and post-treatment changes were:
1. that the survivor is aged sixteen or above;
2. that she has a known history of contact sexual abuse during childhood by one or 
more adult(s);
3. that she feels her current mental health problems are related to CSA; and
4. that she is willing to participate in a course of 20 sessions of psychoeducational and 
cognitive-behavioural therapy specifically for survivors of CSA.
Exclusion criterion:
Survivors with a known history of psychotic illnesses were excluded from the study.
According to the above criteria, 18 subjects were eligible for the study, but 8 of them 
dropped out either before treatment began or at an early stage of treatment. (On the 
surface, most of the drop-outs seemed to have some practical reasons such as family 
commitments, moving house, or changing job. They varied in their demographic 
characteristics. Clinical observation, however, suggested that some of these clients 
might not be ready for change yet.) As a result, only 10 adult female survivors were 
included in the multiple-case study of self construal and in the assessment of pre-and 
post-treatment changes.
The inclusion criteria were not too stringent mainly because of the practical difficulties 
in recruiting subjects. A homogeneous group in terms of certain demographic variables 
could not be obtained within the time frame. Fortunately, since this part of the study is 
basically information-seeking in nature, and self construal is by definition different from 
person to person, a slightly varied group gives the added benefit of a broader 
information base from survivors of different backgrounds. The limitations of a non- 
homogeneous group will be discussed in chapter five.
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With regard to the comparison of self regulatory functioning between the abused and 
non-abused groups, a total of 84 adult clients under a regional mental health service 
were rated by their own keyworkers, who were blind to the study, on items indicative 
of their self regulatory functioning. In addition, 14 non-psychiatric, non-abused 
subjects matched in age with the CSA survivors served as another comparison group 
and were also blindly rated on the self regulation measurement. Both male and female 
subjects were included in this part of the study because there was no evidence to 
suggest a definite cause for gender differences in this area. Unfortunately, survivors of 
CSA who do not present with any mental health problems cannot be included in the 
study as one of the comparison groups. The reason and limitation of this will be further 
discussed in chapter 5.
3.4 Instruments and Techniques of Data Gathering
3.4.1 Repertory Grid (Appendix One)
The repertory grid is an assessment technique developed by Kelly (1955) within the 
framework of personal construct psychology (PCP). It has also been found to be a 
valuable tool by clinicians and researchers from a wide range of theoretical 
perspectives (Winter, 1992a). The grid can be seen as a structured interview procedure 
in which the subject is asked to think of and then apply certain constructs to a number 
of “elements”. These elements to be construed can be anything. Common examples of 
elements are significant people in the subject’s life (Kelly, 1955), relationships (Ryle 
and Lunghi, 1970), aspects of self (Neimeyer et al, 1985), situations (Winter, 1988) 
and types of job (Smith et a l, 1978).
Such a procedure essentially lets the investigator understand the subjects’ world 
through the “goggles” of their own construct systems (Winter, 1992b). Idiosyncratic 
aspects of an individual’s construct system can be studied in a systematic and 
structured manner. The information yielded can be analysed in qualitative or 
quantitative ways (or both) where appropriate. The technique has been successfully 
used in the studies of treatment outcome, group processes and prediction of 
therapeutic changes with demonstrable stability over time. Its internal, construct, 
concurrent and predictive validities were also well documented (Winter, 1992a, b).
12:
(The concept of stability is used instead of reliability in evaluating repertory grids 
because traditional methods of assessing reliability of a psychometric test are designed 
for use with nomothetic tests and are inapplicable to the grid technique which primarily 
examines individual construct systems. Refer to Slater, 1965 & 1974 for a discussion 
of evaluating repertory grids.)
In the present study, the eleven elements were supplied. They were:
I. Self 2. Ideal Self
3. Self at Its Worst 4. Self Without Abuse
5. Future Self 6. Father
7. Mother 8. Partner
9. Abuser 10. Men in general
II. Women in general
These elements were chosen to a) include important aspects of the subjects’ “selves”, 
and b) allow for the examination of their relationships with significant figures, both 
real and imaginary.
The constructs were obtained using the standard triadic elicitation method, with the 
exception of the construct affected by abuse - not affected by abuse being supplied as 
the symptom construct. The contrast pole of the constructs were also elicited in the 
subject's own words. All elements were then rated by the subject on each construct 
using a 5-point scale. This would give an 11 x 12 matrix of ratings, except when the 
abuser was one of the parents, in which case there would be one element less; or when 
the subject use exactly the same construct for more than one triad, resulting in fewer 
constructs in total. Grids of this size should be able to tap a representative sample of 
the subjects’ construct systems in the context of self construal ( Leitner, 1995).
3.4.2 Laddering
It has been argued that constructs elicited from grids are often subordinate ones 
(Banister et al, 1994). In order to understand the core or superordinate constructs 
used in self construal, the technique of laddering was used to supplement the grid.
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Laddering was developed by Hinkle (1965) to examine how personal constructs are 
hierarchically integrated. The investigator selects a construct (according to the purpose 
of the exercise) and ask the subject why a certain pole is preferred. The answer serves 
as the pole of a more superordinate construct. The procedure is repeated until the 
subject can no longer justify his or her preference. In the present study, the subject was 
asked to think of an important characteristic of her ideal self to be used as the first 
pole, from which laddering proceeded.
Although the technique has been widely used by PCP clinicians and researchers, and is 
found to be a useful supplement to the grid (Leitner, 1995; Banister et al., 1994), no 
report on its reliability and validity can be located. The assumption that the “why” 
question elicits superordinate constructs has not been verified by research. However, 
since the hierarchical structure of the construct systems is not a concern of the present 
study, laddering is still considered appropriate in yielding qualitative information on the 
ultimate concerns of the subjects which may otherwise be missed if construct elicitation 
is confined to the repertory grid technique. Its limitations will be discussed in chapter 
five.
3.4.3 The Self Regulation Profile (SRP) (Appendix Two)
As discussed in chapter 2, clinicians who have suggested that the self regulatory 
functioning of CSA survivors is badly damaged have mentioned their inabilities to 
modulate negative affects (Alexander, 1992; Trickett & Putnam, 1993); or to 
adequately calm, soothe, or comfort the self (Briere, 1992; McCann & Pearlman, 
1990); or to regulate self-loathing in face of criticism (McCann & Pearlman, 1990). 
Problems with behaviour regulation or impulse control have also been mentioned (Hall 
& Lloyd, 1993; Trickett & Putnam, 1993). Relationship problems were often 
mentioned as a major issue in its own right. Nevertheless, none of these clinical 
impressions have been subjected to systematic verification, and there is no standardised 
tool for the measurement of the self regulation or its impairment in trauma survivors.
McCann & Pearlman (1990) have provided a list of self capacities and ego resources 
which may have been damaged by CSA in adult survivors. These are essentially basic
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human capacities for effective self regulation. These 16 self regulation capacities form 
the basis of the self regulation measurement in the present study. While the 4 self 
ccpacities suggested by McCann & Pearlman are clearly for the use of affect 
regulation, the 12 ego resources are quite a mixture of various abilities. They were 
thought to “regulate interactions with others” by the authors, and seemed to include 
some prerequisites for behaviour regulation as well as abilities relating to social 
interaction.
In order to cover the major types of self regulation mentioned above, some addition 
and adaptation were made to produce the Self Regulation Profile for use in the present 
study. The 4 capacities for affect regulation were kept. The 12 ego resources were 
subdivided into those pertaining to self awareness, behaviour regulation and 
relationship regulation. Eight essential self capacities for behaviour regulation were 
drawn from Markus & Wurf (1987) and added to the list, making a 24-item profile of 
self capacities for self awareness and the regulation of affect, behaviour and 
relationship.^ The items were to be rated on a 5-point scale of minimal to high 
capacities.
The profile was then used on 80 clients of a mental health trust, and then subjected to 
factor analysis. This gave a final product of a 23-item^, 4-factor inventory of self 
capacities. (See Appendix Six for the original and revised lists of items, and Appendix 
Seven for the results of the pilot test.) This became the Self Regulation Profile (SRP) 
used in the study. Table 3.1 shows the composition of the subjects of the pilot test.
 ^McCann & Pearlman include psychological needs and cognitive schemas as parts of the “self’ that 
can be damaged by trauma (1990, p. 16-17), but since these two areas are quite distinct and warrant 
separate investigations in their own rights, they are not included in the construction of the Self 
Regulation Profile in the present stucfy.
® IQ, which was one of the ego capacities suggested by McCann and Pearlman, was the 5th factor 
which was consistently low in correlation with the other items in the pilot study. Since it is highly 
debatable whether IQ can be estimated accurately just by clinical observation, it is therefore discarded 
from the final version of the Self Regulation Profile.
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Mean Age No. of Subjects 
Male Female Total
Depression 44 7 13 20
Anxiety 48 5 16 21
Schizophrenia 39 14 5 19
Personality Disorder 35 7 13 20
Table 3.1 Mean Age and Sex Composition of the Pilot Subjects.
The SRP is obviously at its elementary stage of development. Although the 
conceptualisation is supported by a number of theories on the damaged self 
hypothesis, the sample on which the factor analysis has been based is too small and 
does not include normal subjects. The SRP does have a test-retest reliability of 0.88, 
but its concurrent validity cannot be ascertained because of the lack of similar 
measurement to compare with. However, it is exactly because of this latter reason that 
the SRP needs to be constructed. The usefulness, limitation, and possible improvement 
of the SRP will be discussed in chapter 5.
3.4.4 Routine Pre- and Post-Treatment Assessment
For the psychologists working with CSA survivors in this mental health centre, it is 
their usual practice to use a few simple inventories to establish pre-treatment baselines 
so as to evaluate outcomes. The scores of these inventories are incorporated into the 
present study to achieve a broader information base.
a. Symptom Checklist - 90 - R  (SCL-90-R) (Appendix Three)
The SCL-90-R is a 90-item self-report symptom inventory designed to reflect the 
psychological symptom patterns of community, medical, and psychiatric respondents. 
Each item is rated on a 5-point scale of distress. It is then scored and interpreted in 
terms of 9 primary symptom dimensions and 3 global indices of distress. The 
instrument has been widely used in the studies of psychopathology and psychological 
distress (e.g., Wicki & Angst, 1991); physical and sexual abuse (e.g., Swett, Surrey &
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Cohen, 1990; Bryer et al., 1987); suicidai behaviour (e.g., Bulik, Carpenter, Kupfer & 
Frank, 1990); stress (e.g., Derogatis & Coons, 1992); and psychotherapy outcome 
(e.g., Crits-Christoph, 1992). It has demonstrable internal consistency and test-retest 
reliability (Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988). Peveler & 
Fairbum (1990) have published a series of validation studies with the SCL-90-R that 
reflect elements of concurrent, predictive and construct validity of the instrument.
b. Rosenberg Self Esteem Scale (RSES) (Appendix Four)
The RSES is a 10-item scale measuring global self regard. It has reasonable test-retest 
reliability (Rosenberg, 1965) and concurrent validity (Wylie, 1974). However, because 
the standardisation is rather old, and the scale is a uni-dimensional one, results from the 
RSES are normally used for pre- and post-treatment within-group comparison in 
clinical settings.
c. The Belief Inventory (Appendix Five)
The Belief Inventory is a 17-item inventory reflecting self-blaming and self denigratory 
beliefs. It was developed in the University of Manitoba Programme (Jehu, Klassen, & 
Gazan, 1986) as a measure of some common distorted beliefs associated with CSA. It 
has a high test-retest reliability (r = .93), but its concurrent validity is less satisfactory 
(r=  .55) (Jehu, 1988).
3.5 Procedures of Data Gathering
a. Self Construal
Adult female CSA survivors who were eligible according to the inclusion criteria in 
section 3.3 were seen by either the investigator or another psychologist about two 
weeks before the start of treatment to explain to them the nature and purpose of the 
study and invite them to participate. Written information and consent forms were also 
given to them to take away and consider. They were asked to reply before treatment 
started, which 13 of them did (out of 18). Another meeting was arranged for the 
investigator to see these subjects on an individual basis to do the repertory grid and the 
laddering.
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b. Self Regulatory Functioning
After pilot-testing the Self Regulation Profile, the revised inventory was given to 12 
clinicians of a mental health service to rate their clients on. (The 10 CSA survivors in 
the pre- and post-treatment comparison were rated both before and after treatment.) 
Another 14 non-psychiatric subjects matched in age with the CSA survivors were also 
blindly rated by a clinician. These subjects formed the comparison groups.
c. Pre- and Post-treatment Changes
All subjects were given the 3 routine assessment inventories to fill in during the first 
treatment session. Most of the pre-treatment repertory grids would have been done by 
this time, with the exception of two which were done within the week of the first 
treatment session. Pre-treatment ratings on the Self Regulation Profile were also 
obtained. The inventories and the individual grids were given to the subjects in the 
19th week, i.e., the second last treatment session, for them to take home, fill in and 
return in the last session. Ratings on the SRP were obtained after the last session.
3.6 Data analysis j
Information from the repertory grids were quantitatively analysed using the >1 
FLEXIGRID computer programme (version 5.21). The constructs elicited, both 
through the grid and through laddering, were qualitatively analysed using Landfield’s 
(1971) classification. The between-group and the pre- and post-treatment comparison 
of the various inventories and grid scores were analysed using the Statistical Packages 
for Social Sciences (SPSS).
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CHAPTER 4 
RESULTS
4.1 BACKGROUND INFORMATION
Table 4.1 below summarises the background information of each of the 10 adult female 
survivors of CSA in the multiple-case study, while Tables 4.2 to 4.4 present descriptive 
information on a group basis. A brief description of the 10 individual survivors can be 
found in Appendix Eight.
The 10 survivors of CSA who met the inclusion and exclusion criteria (section 3.3) are 
in the age range of 16 to 47 years old (mean age = 33 years). For most of them (8 out 
of the 10) the abuse started before puberty and continued into their early teens. Where 
abuse started early (5 to 8 years), it usually began with molestation, followed by 
penetrative sex when the survivors approached puberty. This happened to 6 of the 10 
cases (A, B, E, G, J, K).
All the 10 cases in the study suffered sexual abuse of a “contact” nature (as opposed to 
“non-contact” abuse such as being watched when undressing). In 9 out of the 10 cases 
the abuse included penetrative sex of a considerable frequency and duration; in the final 
case digital penetration was involved. In most cases (6 out of the 10) the perpetrator 
was a member of the natural family, such as natural brother or natural father. One of 
the survivors was sexually abused by both the brother and the father. The other 
perpetrators included a stepfather, a long-term partner of the mother’s, a cousin and a 
family friend. All the perpetrators were male, and were known to the survivors and 
their families.
It is also worth noting that depression and relationship problems, among other 
difficulties, came up in the presenting problems of virtually every case in the study. In 
addition, most survivors have either attempted suicide, or engaged in self harming 
activities (such as cutting or hitting) or other forms of self destructive behaviours (such 
as overeating to make themselves look ugly).
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Case Age Onset and 
Duration of 
Abuse 
(No. of years)
Abuser Types of 
abuse
Presenting
Problems
A 46 7 - 15 yrs old 
( 9 yrs)
Natural
Brother
Touching,
Penetrative
Sex
depression, suicidal attempts 
relationship problems, 
aggressiveness, panic attacks.
B 39 5 - 15 yrs old 
(11 yrs) 
10-15 yrs old 
(6 yrs)
Natural
Brother,
Natural
Father
Touching,
Digital
Penetration,
Penetrative
Sex
depression, suicidal attempts, 
relationship problems, 
self cutting, panic attacks, 
anger and hostility
C 26 12 - 13 yrs old 
(2 yrs)
Family
Friend
Touching,
Digital
Penetration
depression, overeating, 
relationship problems, 
panic attacks, aggressiveness, 
confused sexual orientation
D 25 10 -16 yrs old 
(7 yrs)
Natural
Brother
Touching,
Penetrative
Sex
depression, self harm, 
relationship problems, 
anger and hostility
E 31 8 - 15 yrs old 
(8 yrs)
Mother’s
Partner
Touching,
Penetrative
Sex
depression, panic attacks, 
relationship problems, 
flashbacks, self harm, 
distorted body image
F 26 9 - 14 yrs old 
(6 yrs)
Step­
father
Touching,
Penetrative
Sex
depression, suicidal attempts, 
relationship problems, 
distorted body image, 
anger outbursts, self cutting
G 35 5 - 17 yrs old 
(13 yrs)
Natural
Brother
Touching,
Penetrative
Sex
depression, social phobia, 
relationship problems, 
self harm, bulimia, 
obsession & compulsion
H 16 12-14 yrs old 
(3 yrs)
Male
Cousin
Touching,
Penetrative
Sex
depression, suicidal attempts, 
relationship problems, 
self cutting, anger outbursts
J 38 5 - 22 yrs old 
(18 yrs)
Natural
Father
Touching,
Penetrative
Sex
depression, panic attacks, 
relationship problems, 
suicidal thoughts, 
weight problems
K 47 7 - 14 yrs old 
(8 yrs)
Natural
Father
Touching,
Penetrative
Sex
depression, aggressiveness 
relationship problems, 
hypochondria
Table 4.1 Background information of the 10 cases.
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No. of 
cases
Mean
Age
Mean Age of Onset 
of Abuse 
(youngest, oldest)
Mean Duration of 
Abuse 
(shortest, longest)
10 32.9
years
8 years old 
(5yrs old, 12 yrs old)
8.5 years 
(2 yrs, 18 yrs)
Table 4.2 Mean Age, Age of Onset & Duration of Abuse.
Natural Step Mother’s Natural Cousin Family
Father Father Boyfriend Brother (male) Friend (male)
No. of cases^° 3 1 1 4 1 1
Table 4.3 Relations of the Abusers to the Survivors of Abuse.
Touching Digital
Penetration
Penetrative
Sex
Use of 
threat
Use of 
Violence
No. of 
cases^^
10 2 9 10 8
Table 4.4 Types of Sexual Abuse experienced by the Survivors.
One of the cases were abused by both the natural fathers and natural brothers. 
" More than one types of abuse may apply to some cases.
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4.2 SELF CONSTRUAL OF SURVIVORS OF CSA
4.2.1 Constructs used in Self Construal:
Table 4.5 summarises the constructs used by the 10 survivors in their own words when 
the various Self elements are involved in the construct elicitation. These 5 Self 
elements are Self, Ideal Self, Self At Its Worst, Self Without Abuse, and Future Self. 
The constructs are categorised according to Landfield’s (1971) classification system 
(Table 4.6).
The survivors as a group tended to use a wide range of constructs in relation to 
Emotional A rousaland Self Sufficiency^^. Constructs regarding M oralityw ere also 
used frequently. That is to say most of the survivors, when construing themselves,
tended to think of their emotional states, such as being happy vs. not happy, stressed
■ (vs. calm, etc. Many of them were also concerned about their confidence and the ability 
to cope with problems (Self Sufficiency). Half of the cases tended to ' think of 
themselves along a normal - not normal continuum, and rated their Selves before 
treatment as being “not normal” (Morality) or “dysfunctional” (Self Sufficiency).
I
There were two categories of constructs. Self Reference^^ (e.g.. Like vs. Dislike) and 
Egoism^^ (e.g.. Loveable vs. Unlovable), which were only used by 1 survivor- in each 
case (C & G respectively).
Among the 10 survivors, E seemed to be more concerned about Self Sufficiency (SS) 
when construing herself, as she had 3 SS constructs out of the 5. They were “confident 
vs. not confident”, “dependent vs. independent”, and “vulnerable vs. strong”. Apart 
from the 3 SS constructs, E also used one Emotional Arousal (EA) construct 
(happy vs. not happy) and one Involvement^^ (I) construct (positive vs. negative).
Those constructs denoting “a transient or chronic readiness to react with stronger feelings such as
anger, anxiety, disgust, enthusiasm, fearfulness, grief, joy ” (Winter, 1992b, p. 30)
Those constructs denoting “independence, initiative, confidence, and ability to solve one's own 
problems or the opposite”. (Winter, 1992b, p.29)
Those constructs denoting “religious or moral values”. (Winter, 1992b, p.30)
Any statement in which the person taking the test refer directly to himself. (Winter, 1992b, p.30) 
Any statement denoting self importance. (Winter, 1992b, p.29)
^'Constructs denoting a persistant efibrt, committment or dedication to or strong persuit of an 
interest, occupation, way of life, philosophy, etc.
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Constructs used in Self Construal
A Emotionally Immature - Mature (SS), Confident - Not Confident (SS), 
Moody - Happy (EA), Carefree - Imprisoned (EA), Positive - Negative (I)
B Stressed - Calm (EA), Confident - Not Confident (SS), Bully - Gentle (T), 
Negative - Positive (I) (used 2 times)
C Confident - Not Confident (SS), Like - Dislike (SR), Happy - Unhappy (EA), 
Normal - Not Normal (M) (used 2 times)
D Abusive - Not Abusive (T), Stressed - Stress-Free (EA), Normal - Not Normal (M), 
Self-Centred - Considerate (T), Ignores Problems - Face up to Problems (I)
E Confident - Not Confident (SS), Negative - Positive (I), Happy - Not Happy (EA), 
Dependent - Independent (SS), Vulnerable - Strong (SS)
F Confident - Not Confident (SS), Lots of Problems - No Problem (SS), 
Confused - Not Confused (EA), Depressed - Not Depressed (EA), 
Dirty - Not Dirty (M)
G Caring - Violent (T), Perfect - Bad (M), Evil - Good (M), 
Loveable - Unlovable (E), Normal - Dysfunctional (SS)
H Weird - Not Weird (M), Normal - Not Normal (M), Peaceful - Restless (EA), 
Depressed - Not Depressed (EA), Happy - Unhappy (EA)
J Cope better - Can’t Cope (SS), Assertive - Not Assertive (F),
Positive - Negative (I), Not Good at Anything - Good at Something (SS), 
Feels guilty - Not Feels Guilty (EA)
K Suicidal - Not Suicidal (EA), Full Life - Partial Life (SS), 
Normal - Not Normal (M), Feels Whole - Feels Broken (EA), 
Stick at Something - Give in Easily (F)
Table 4.5 Constructs used by the 10 Survivors in Self Construal
EA: Emotional Arousal 
SS: Self Sufficiency 
M: Morality 
T: Tenderness 
I: Involvement 
F: Forcefulness 
E: Egoism 
SR: Self Reference
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Categories Constructs used in self construal No. of 
Constructs
Emotional
Arousal
Happy - Not happy/Moody, Suicidal - Not suicidal.
Feels whole - Feels broken. Confused - Not confused. 
Carefree - Imprisoned, Peaceful - Restless,
Stressed/Anxious - Calm/Stress-ffee,
Depressed - Not depressed. Feels Guilty - Not feels guilty
9
Self
Sufficiency
Confident - Not confident. Full life - Partial,
Vulnerable - Strong, Cope better - Can’t cope.
Emotionally Mature - Immature, Dependent - Independent, 
Lots of Problems - No Problem, Normal - Dysfunctional, 
Not Good At Anything - Good At Something
9
Morality Perfect - Bad, Evil - Good, Weird - Not Weird, 
Normal - Not Normal, Dirty - Not Dirty
5
Tenderness Caring - Violent, Abusive - Not abusive. Bully - Gentle, 
Self-Centred - Considerate
4
Involvement Ignores Problems - Face Up To Problems, 
Positive - Negative
2
Forcefulness Stick at something - Give in easily. Assertive - Not assertive 2
Egoism Loveable - Unlovable 1
Self
Reference
Like - Dislike 1
Table 4.6 Constructs used in Self Construal 
according to Landfield’s Categorisation System.
Cases D and H, on the other hand, did not use SS constructs in their self construal at 
all. D was more concerned about Tenderness (T) (e.g., “self-centred vs. considerate”, 
& “abusive vs. not abusive”), while H tended to use more Morality (M) constructs 
(e.g., “weird vs. not weird”, & “normal vs. not normal”) and also EA constructs (e.g., 
“happy vs. not happy”, & “peaceful vs. restless”).
Cases A and F have both used 2 SS constructs and 2 EA constructs in their self 
construal. G have used Morality constructs twice, J have used SS constructs twice, and 
K have used EA constructs twice, all with a mix of other construct types in the 
remaining 3 constructs used in self construal.
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B and C were the only two survivors who had used the same construct twice in 
construing the 5 “selves”. B used “negative vs. positive” twice, while C used “normal 
vs. not normal” twice. It can be argued that repeatedly used constructs are more 
important or “core” to a construct system, or it may also reflect a difficulty in 
generating constructs verbally.
As seen from Table 4.7, the most frequently used constructs in self construal are 
“confident vs. not confident” and “normal vs. not normal” (or stated as “normal vs. 
dysfunctional” by G). They were both used by 5 out of the 10 cases (and “normal vs. 
not normal” was used by C twice). “Positive vs. not positive” (or vs. negative) and 
“happy vs. not happy” were also popular constructs used in self construal, both 
occurring 4 times. The constructs “depressed vs. not depressed” and “stressed” or 
“anxious” vs. “calm” were both used by two survivors.
Constructs used in self construal (Category) Frequency of 
Occurrence
Confident - Not confident (Self Sufinciency) 5
Normal - Not normal/ Dysfunctional (Morality) 5
Positive - Not positive/ negative (Involvement) 4
Happy - Not happy (Emotional Arousal) 4
Depressed - Not depressed (Emotional Arousal) 2
Stressed/ Anxious - Calm (Emotional Arousal) 2
Table 4.7 Constructs used by more than one survivors.
Table 4.8 shows the survivors’ “superordinate constructs” or ultimate concerns as 
revealed by the technique of “laddering”. Table 4.9 summarises the top five ultimate 
concerns of the survivors. It is found that most survivors want to stop feeling guilty, 
feel better about themselves, be more confident, be able to enjoy life, and be normal.
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Superordinate Constructs/ Ultimate Concerns of the Survivors 
elicited from “laddering”
A Be more confident. Can do what I want. Feel better about myself. 
Not feel guilty. Able to enjoy life
B Be confident, More assertive. Not feel guilty. Feel good about myself. 
Not feel sinful and dirty. Feel normal
C Be normal. Be happy. Can do what I want. Feel good about myself. 
Can enjoy life
D Be normal. Not different. No mood swings. Feel better about myself. 
More confident. Can have a family (because it’s normal)
E Be more confident. Not hate myself. Not feel guilty. Not depressed. 
Able to enjoy life
F Be confident. Feel better. Not feel dirty. Not feel guilty
G Be perfect, Not afraid of men. Feel good about myself. Not hate myself. 
Feel safe
H Feel normal. Able to do things in a reasonable manner. Won’t hurt people 
(because it’s not nice to hurt people). Not hate myself. Feel good.
Not feel guilty
J Be more positive. Can do what you want to do. Not feel guilty. 
Not be restricted
K Be normal. Able to have a full life. Not feel guilty. Able to enjoy life more. 
Not missed out
Table 4.8 Ultimate Concerns of the 10 Survivors.
Superordinate Constructs/ 
Ultimate Concerns
Frequency of 
Occurrence
Not feel guilty 7
Feel better about self 7
Be more confident 5
Be/ feel normal 5
Be able to enjoy life 4
Table 4.9 Top five Ultimate Concerns of the survivors.
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4.2.2 Constructs used in construing Self in relation to Others:
Table 4.10 summarises the first two principle components in the construct systems of 
the 10 cases before and after treatment. Most of the components are about being kind 
and caring, confident and assertive, or being normal and happy.
While most of the components were easily understood, others required some careful 
examination. In particular, some survivors tended to construe consistent “co­
occurrences” of positive and negative features. This may lead to a mental conflict of 
whether or not to improve on the undesirable features (which would logically lead to a 
reduction in the associated positive features).
For instance. Case A thought that people who were confident and carefree (which she 
very much wants herself to be) were also dominant and unpredictable. This image 
seems to coincide with that of her abusive brother. This conflicting way of construing 
may mean that A may have some “mental struggle” as to whether to improve her 
confidence at the expense of being seen as dominant.
Similar mental conflicts might occur to B, who thought that people who were 
assertive, confident, and not affected by abuse were also bullying. It means that if B 
tries to be more assertive and confident, she may see herself as bullying which she does 
not want to be.
For C, those people who are genuine, not “after sex”, and trustworthy are more 
affected by the abuse. Considering the opposite poles of these constructs, C was 
essentially saying only those who were heartless would be not affected. However, 
being “not affected by the abused” was construed as highly desirable when rated 
independently. This would mean that if C wants to preserve her self image as being 
genuine, not “after sex” and trustworthy, she may not want to give up the image or 
status of being affected by the abuse.
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Com]Donent 1 Component 2
Pre-treatment Post-treatment Pre-treatment Post-treatment
A confident,
carefree,
dominant,
unpredictable
understanding,
unselfish,
accepting,
positive
accepting, 
understanding, 
unselfish, positive
confident,
unpredictable,
dominant,
not affected by abuse
B positive, kind, 
gentle, calm
gentle, kind,
calm,
sensitive
assertive, confident, 
not affected by 
abuse, bully
assertive, confident, 
intelligent,
not affected by abuse
C worthy,
love,
like,
safe
not affected by abuse,
confident,
worthy,
safe
not after sex, 
trustworthy, 
genuine,
affected by abuse
not after sex, 
genuine, 
trustworthy, 
like
D not arrogant 
considerate, 
responsible, 
not abusive
face up to problems,
wouldn’t take it out
on others,
stress-free,
able to have a family
normal,
stress-free,
not affected by abuse, 
able to have a family
arrogant,
irresponsible,
not affected by abuse
E confident, 
independent, 
strong, happy
determined, 
confident, positive, 
not justifying
worthy,
like,
free
F not depressed, 
confident, happy, 
not confused
innocent, genuine, 
not disgusting, 
not dirty
innocent, not dirty, 
not disgusting, 
genuine
not depressed, confident, 
happy, ? 
not confused '
G gentle, caring, 
not violent, 
understanding
kind, loving,
good,
gentle
not affected by abuse, 
normal, perfect, 
loveable
loveable, pleasant, 
not affected by abuse
H sweet, kind, 
normal, 
peace maker
kind, sweet, 
peace maker, 
good listener
extremely happy, 
happy, peaceful, 
not weird
extremely happy, happy, 
peaceful
not affected by abuse
J assertive, 
not feel guilty, 
forceful,
good at everything
assertive, 
not feel guilty, 
positive, 
cope better
understanding, 
talk openly, 
cope better, 
positive
understanding,
talk openly,
not affected by abuse
K persistent, 
stick at something, 
can’t be taken in, 
feel whole
domineering, 
full life,
stick at something, 
persistent
understanding, 
sympathetic, 
normal, 
full life
understanding,
sympathetic,
feel whole,
not affected by abuse
Table 4.10 The first two Components in the Survivors’ Construct Systems
before and after treatment.
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The same applied to D, who saw that only those who were arrogant and irresponsible 
would be not affected by the abuse. The conflict for her was that if she wanted to be 
not arrogant and more responsible, she would have to be “affected by the abuse”. The 
implication of such mental conflicts will be discussed in Chapter 5.
4.2.3 Relationship between the various Selves:
Table 4.11 summarises the distances between the five Self Elements: Self, Ideal Self, 
Self At Its Worst, Self Without Abuse, and Future Self. The expected value of the 
distances between elements is 1. Before treatment, most survivors (9 out of 10) 
perceived the distance between their Self and Ideal Self to be quite big (mean distance 
= 1.19). Apart from K (with a distance of 0.79), all the other 9 cases had distances of 
more than 1 (range = 1.04 to 1.45), with J being the farthest away from the Ideal Self.
Before treatment, most of the 10 cases perceived themselves to be rather close to their 
Self At Its Worst (mean distance = 0.67). Cases F and J had the shortest distances 
(0.40 & 0.42 respectively) from their Self At Its Worst, while K was the farthest away 
among the 10 cases (distance = 0.98).
It was also worth noting that the distances between Ideal Self and Self Without Abuse 
were very small before treatment, implying a possible “idealisation” of the Self 
Without Abuse (mean distance = 0.23, range = 0.00 to 0.46). In fact, 3 of the survivors 
(C, D, and F) construed their Ideal Self and their Self Without Abuse as exactly the 
same.
The distances between the Ideal Self and Future Self in these 10 case were not too 
great even before treatment (all distances <1, mean distance = 0.62). Among the 10 
cases, B construed her Ideal Self to be closest to the Future Self (distance = 0.49), 
while G was relatively farther away (distance = 0.82).
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Self & Ideal Self Self & Self At Its 
Worst
Ideal Self & Self 
Without Abuse
Ideal Self & 
Future Self
Pre Post Pre Post Pre Post Pre Post
A 1.10 0.54 0.81 1.24 0.46 0.49 0.50 0.44
B 1.12 0.72 0.79 1.25 0.35 0.37 0.49 0.40
C 1.08 0.28 0.61 1.56 0.00 0.18 0.66 0.17
D 1.04 0.56 0.89 1.02 0.00 0.00 0.64 0.17
E 1.33 0.75 0.55 1.58 0.46 0.43 0.79 0.31
F 1.43 0.79 0.40 1.31 0.00 0.24 0.65 0.50
G 1.34 0.87 0.69 0.90 0.17 0.61 0.82 0.39
H 1.23 0.45 0.54 1.41 0.31 0.53 0.56 0.37
J 1.45 1.31 0.42 0.78 0.19 0.23 0.55 0.35
K 0.79 0.61 0.98 1.45 0.40 0.54 0.55 0.39
Table 4.11 Distances between the various Selves before and after treatment.
With regard to the distances between the Self and other significant elements, the 
average distances between Self and all the non-self elements were larger than 1 for 
cases D, F and J (1.08, 1.02 & 1.10 respectively). Makhlouf-Norris and Norris (1973) 
suggested a distance of 0.8 or more as being indicative of social isolation. If this 
criterion was used, all of the 10 cases would be considered socially isolated before 
treatment. (Table 4.12)
9 out of the 10 cases perceived themselves to be quite far away from the Abuser 
(mean distance = 1.16). K was the only one who had a distance of less than the 
expected value of 1 from the abuser (distance = 0.95). The other survivors had 
distances ranging from 1.03 to 1.51.
As seen from Table 4.12, the Self was construed to be closer to Women In General 
than to Men In General (mean distances = 0.73 & 1.00 respectively) by all the 10 
survivors. Furthermore, it was worth noting that 6 out of the 10 survivors (A, D, E, F, 
G, & H) actually construed themselves to be farther away from their own partners than 
to Men In General.
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Self&
Others
Self&
Abuser
Self & Women 
In General
Self & Men 
In General
Self&
Partner
Pre Post Pre Post Pre Post Pre Post Pre Post
A 0.92 0.83 1.04 1.31 0.63 0.55 .90 .56 1.13 .52
B18 0.96 0.84 1.29 1.26 0.53 0.49 1.08 .64 .65 .56
c 0.99 0.83 1.26 1.63 0.76 0.65 1.06 .72 .94 .46
D 1.08 0.93 1.10 1.36 0.95 0.53 1.09 .76 1.28 .49
E 0.87 0.60 1.18 0.84 0.59 0.52 .86 .50 1.27 .59
F 1.02 0.80 1.16 1.22 0.91 0.53 1.11 .67 1.21 .68
G 0.93 0.94 1.03 1.00 0.75 0.48 .79 .57 1.05 .74
H 0.89 0.92 1.11 1.34 0.72 0.69 .87 .93 .88 .68
J 1.10 0.87 1.51 1.27 0.64 0.65 1.35 1.02 1.11 .85
K 0.94 0.81 0.95 0.93 0.79 0.77 .89 .67 .86 .76
Table 4.12 Distances between Self & other significant elements 
before and after treatment.
Abuser & Partner Abuser & Men In General
Pre Post Pre Post
A 1.24 1.25 0.66 0.88
B 1.18 1.24 0.82 0.84
C 1.39 1.38 0.64 1.06
D 0.78 1.34 0.73 0.99
E 1.10 1.05 0.82 0.71
F 1.19 1.43 1.36 1.22
G 1.31 1.57 0.46 0.83
H 1.20 1.22 0.72 0.92
J 0.87 0.74 1.08 0.87
K 1.22 1.01 1.02 1.03
Table 4.13 Distances Between Other Significant Elements 
Before & After Treatment
18 When both the father and brother were abusers, distances in relation to the father were used.
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For elements other than those pertaining to the different selves, most of the survivors 
construed the Abuser to be rather similar to Men In General (mean distances = 0.83).G 
tended to construe the two to be most similar before treatment (distance = 0.46). F, J 
and K, on the other hand, construed the distance between the Abuser and Men In 
General to be more than the expected value of 1. (Table 4.13)
Among the 10 cases, D and J were the only ones who construed the distance between 
the abusers and their own partners to be less than 1 (0.78 & 0.87 respectively). The 
rest of the cases construed their partners to be quite different from the abusers 
(distances ranging from 1.10 to 1.39).
The differences in construal before and after treatment will be discussed in Section 4.4.
4.2.4 Structure of the Survivor’s Construct Systems:
Before treatment, 7 out of the 10 survivors had two main components in their 
construct systems with Kaiser value > 1, accounting for 77% to 89% of the total 
variance of their construct systems. B, H and K, on the other hand, had 3 main 
components, accounting for 85% to 90% of the variance, in their construct systems. 
The percentages of the variance accounted for by the first components range from 
41% to 68%.
Table 4.14 shows that the supplied symptom construct, “Affected by Abuse vs. Not 
Affected by Abuse”, occupied a very important position in the survivors’ construct 
system before treatment, as evidenced by the high proportion of total variance it 
accounted for (mean = 13.09%, range = 9.99% to 21.49%). For cases B, C, E, F, G, 
and H, this symptom construct was in fact the most important construct (in a structural 
sense) in their construct systems.
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% of Total Variance 
(Order of importance/ 
Total no. of constructs^^)
Pre-treatment Post-treatment
A 12.06 (2/12) 5.76(11/12)
B 12.82(1/11) 6.26 (9/11)
C 12.77(1/11) 6.85(10/11)
D 9.99 (2/11) 4.99(11/11)
E 21.49(1/11) 8.16(6/11“ )
F 12.36(1/10) 8.03 (6/10^‘)
G 12.24 (1/12) 5.98(11/12)
H 16.30(1/12) 7.34 (9/12)
J 10.50 (4/10) 6.98 (8/10)
K 10.39 (4/12) 6.78 (7/12“ )
Table 4.14 Percentage of Total Variance accounted for 
by the symptom construct 
“Affected vs. Not Affected by the Abuse”.
The total number of constructs would be less than twelve if the subject comes up with the same 
construct more than once during the process of construct elicitation.
Two other constructs shared the same % of total variance with Affected vs. Not Affected by Abuse. 
One other construct shared the same % of total variance with Affected vs. Not Affected by Abuse. 
“  One other construct shared the same % of total variance with Affected vs. Not Affected b\' Abuse.
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4.3 SELF REGULATORY FUNCTIONING OF THE SURVIVORS OF CSA
This part of the study examines the self regulatory functioning of the survivors of CSA, 
and also compares it with 4 other client groups receiving mental health services with 
different diagnoses, and a control group matched in age with the survivors group. 
Since the sample is not a truly random one, caution has to be taken when interpreting 
the results.
The self regulatory functioning of the survivors is measured by the Self Regulation 
Profile (SRP) developed in the pilot stage (refer to section 3.4.3 and Appendices Two, 
Six & Seven for its development and properties). Table 4.15 shov/s the raw scores of 
the 10 cases on the SRP, while Table 4.16 expresses the scores in percentages of the 
maximum scores in each of the four subscale. As seen from Table 4.16, before 
treatment, among the four subscales, most of the survivors (A, B, D, E, F, H, J ) 
scored worst in Affect Regulation (AR). G and K had the lowest percentage scores in 
Action Monitoring (AM), while C alone scored worst in Relationship Regulation (RR). 
Self Awareness (SA) seems to be the relative strength of the survivors.
SRP
Self Action Affect Relationship Total
Awareness Monitoring Regulation
(max: 40) (max: 35) (max: 25) (max: 15) (max: 115)
Pre Post Pre Post Pre Post Pre Post Pre Post
A 13 33 11 22 7 18 8 9 39 84
B 10 31 9 22 6 16 5 9 30 78
C 20 32 16 24 12 19 6 9 54 84
D 18 31 19 22 7 16 7 12 51 81
E 14 32 9 22 6 18 7 11 36 83
F 14 32 10 23 6 15 9 12 39 82
G 16 22 10 20 10 12 8 9 44 63
H 24 27 17 19 11 16 8 9 60 71
J 16 23 13 20 9 15 8 8 46 66
K 18 27 11 20 14 15 7 8 50 70
Table 4.15 SRP raw scores of the survivors of CSA 
before and after treatment.
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SRP
Self 
Awareness 
(% of max)
Action 
Monitoring 
(% of max)
Affect 
Regulation 
(% of max)
Relationship 
Regulation 
(% of max)
Total 
(in % of max)
Pre Post Pre Post Pre Post Pre Post Pre Post
A 32.5 825 31.4 62.9 2R0 72.0 53.3 60.0 33.9 73.0
B 25.0 77.5 25.7 62.9 24.0 64.0 33.3 60.0 26.1 67.8
C 50.0 80.0 45.7 68.6 48.0 76.0 40.0 60.0 47.0 73.0
D 45.0 77.5 54.3 62.9 2R0 64.0 46.7 80.0 44.3 70.4
E 35.0 80.0 25.7 62.9 24.0 72.0 46.7 73.3 31.3 72.2
F 35.0 80.0 28.6 65.7 24.0 60.0 60.0 80.0 33.9 71.3
G 40.0 55.0 28.6 57.1 40.0 48.0 53.3 60.0 38.3 54.8
H 60.0 67.5 48.6 54.3 44.0 64.0 53.3 60.0 522 61.7
J 40.0 57.5 37.1 57.1 36.0 60.0 53.3 53.3 40.0 57.4
K 45.5 67.5 31.4 57.1 56X) 60.0 46.7 53.3 43.5 60^
mean 40.8 72.5 35.7 61.2 35.2 64.0 48.7 64.0 39.1 662
diff. 31.7 25.5 28.8 15.3 272
Table 4.16 SRP scores expressed in % of the maximum scores 
before and after treatment.
Table 4.17 shows the ages and number of subjects in each of the comparison groups. 
There were 11 subjects in the other clinical groups who also had a known history of 
CSA of a “contact” nature. Since there were no significant difference found in the 
Age [ t(19) = -.83 , p = .42], Severity of problem [ t(19) = .76, p = .46], the 4 SRP 
Subscale scores [ t(19) = 1.21, 1.17, .09, & .86 respectively ; p = .24, .26, .93, .40 
respectively] and the Total scores [ t(19) = 1.12, p = .28] between these 11 subjects 
and the 10 cases of CSA (who were referred for specific treatment to deal with their 
CSA history), they were all grouped under CSA in the group comparison that 
followed. Table 4.18 shows the frequency and sex of each group after re-grouping.
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Diagnosis Mean Age No. of subjects 
(no. with CSA history)
Non-psychiatric Control 33 14 (nil)
CSA 33 10 (all)
Depression 45 19(2)
Anxiety 48 21 (4)
Schizophrenia 39 19 (nil)
Personality Disorder 36 15
Total 40 SW CH)
Table 4.17 Mean Age and Number of Subjects in Different Clinical Groups
before Regrouping.
Number of subjects 
Male Female Total
Control 3 11 14
CSA 2 19 21
Depression 7 10 17
Anxiety 4 13 17
Schizophrenia 14 5 19
Personality Disorder 6 4 10
Total 36 62 98
Table 4.18 Number of Subjects and Sex Distribution of the 6 Comparison Groups
after Re-grouping
Table 4.19 presents the mean scores on SRP of the 6 comparison groups as well as 
that of the 10 cases after treatment. A One-way ANOVA showed significant 
differences between the 6 comparison groups on all the 4 subscales [ F( 5, 92) 
= 36.00, 36.09, 25.38 & 49.67 respectively; all p values = .0000] and in the Total 
scores [ F( 5, 92) = 49.90, p = .0000].
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Mean SRP Scores
SA 
(max: 40)
AM 
(max: 3 5)
AR
(max: 25)
RR
(max: 15)
Total 
(max: 115)
Control 37.03* 30.86* 21.50* 14.57* 104*
Depression 27.35* 22.00* 14.82* 10.70* 74.88*
Anxiety 26.41* 20.24* 11.47 10.29* 68.41*
Personality Disorder 22.60 15.20 11.00 7.10 55.90
Schizophrenia 16.21 10.89 9L(% 622 43.05
CSA 17.62 13.62 8 86 7.57 47.67
The 10 CSA cases 
after treatment
29.00* 21.60* 16.00* 9.60 76.2*
* denotes significant difference from CSA mean score (p < .05)
Table 4.19 Mean SRP Subscale and Total Scores of the 6 Comparison Groups 
& the 10 CSA cases After Treatment.
Scheffe tests were then conducted to reveal more detailed pattern of the differences 
between the 6 different diagnoses. The Scheffe test was the most conservative among 
the post hoc comparison tests, and was therefore thought to be the test of choice. The 
significant differences found between the CSA group and the others are shown in 
Table 4.19. Before treatment, CSA survivors scored significantly worse than subjects 
in the Normal Group and those in the Depression Group on all the 4 subscales and 
the Total score on SRP. The CSA group also scored significantly worse than subjects 
in the Anxiety group on 3 of the subscales (SA, AM & RR) and the Total score.
When the CSA group was compared with the Personality Disorder Group and the 
Schizophrenia Group, no significant difference was found on the subscale and Total 
scores.
No significant difference was found in all the SRP scores between the Depression and 
Anxiety groups, and also between the Personality Disorder and Schizophrenia groups. 
Table 4.20 summarises the findings between CSA and the other 5 groups.
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Groups to Compare 
with CSA
Summary of Results
Normal CSA worse on all 4 subscales and Total.
Depression CSA worse on all 4 subscales and Total.
Anxiety CSA worse in SA, AM, RR and Total.
No difference in AR.
Personality 
Disorder (PD)
No significant difference found.
Schizophrenia
(Schizo)
No significant difference found.
Table 4.20 Summary of Results of Mean Scores Comparison 
between CSA and Other Diagnoses.
Sig predictors 
before partialling 
out Severity
Multiple
R
R^ Sig predictors 
after partialling 
out Severity
Multiple R 
(including 
contribution 
of Severity)
Ri"
SA Normal, Schizo, 
CSA
.80 .64 CSA, Schizo, 
Anxiety
2 4 .70
AM Schizo, Normal, 
CSA, PD
.80 .65 Anxiety,
Depression,
CSA
26 .74
AR Normal, CSA, 
Depression
.74 .55 CSA .79 .62
RR Schizo, Normal, 
PD, CSA
.83 .71 Schizo, Normal, 
PD, CSA
.84 .71
Total Normal, Schizo, 
CSA, PD
.84 .71 Schizo, 
CSA, PD
.88 .78
Table 4.21. Prediction of SRP scores by the 6 Diagnoses.
Table 4.21 shows the significant predictors of the 4 subscales and the Total score, and 
the percentages of variances (R^) accounted for by the 6 different diagnoses. Since the 
subscale and Total scores all had high correlations with the Severity of the presenting 
problems (see Table 4.22), the effect of Severity was partialled out in the second 
calculation of Ri^ .
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The 6 diagnoses contributed to the variances of the SRP subscale and Total scores to 
different extent. Before partialling out Severity, being in the Normal group was often 
the best predictor of the SRP scores. However, after Severity of symptoms was 
partialled out, previously insignificant predictors such as having a diagnosis of Anxiety 
or Depression group became significant, and contributed independently to some of the 
subscale scores.
Among the 6 groups, having a history of CSA was the only one which significantly 
accounted for some of the variances of all the SRP scores both before and after 
Severity was partialled out. Moreover, after partialling out Severity, CSA was the only 
significant contributor to the variance of Affect Regulation.
An ANOVA for factorial design analyses found that both the different Diagnoses and 
Severity of symptoms had significant main effects on the SRP scores [ F(4, 8) from 
18.80 to 3.93, p values from .000 to .006], but no significant interaction effect was 
found.
Self
Awareness
Action
Monitoring
Affect
Regulation
Relationship
Regulation
Total
Score
Severity of 
Presenting Problems
-.7411
(p = .000)
-.7794
(p = .000)
-.7755
(p = .000)
-.6577
(p = .000)
-.8038
, (p = .000)
Table 4.22 Correlations between SRP Subscale & Total Scores 
and Severity of Presenting Problems
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SA AM AR RR TOTAL
SA — gg*** g2*** y y * * * g^***
AM gg*** — g] *** yg*** g5***
AR 22*** g | *** — yQ*** gQ***
RR yy*** yg*** yO*** — g$***
TOTAL g5*** gQ*** g5*** —
; p <001
Table 4.23. Correlation between the SRP scores.
Table 4.23 shows the correlation between the SRP subscale and Total scores. All the 
scores were found to be significantly correlated with each other (r from .70 to .96,
p<001).
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4.4 PRE- AND POST- TREATMENT COMPARISONS
Significant differences were found in all the 3 standardised measures and the SRP in 
the expected direction after treatment. Self construal also improved significantly 
according to some important indices.
4.4.1 Symptom Checklist - 90 - Revised (SCL - 90 - R):
After the 20-session treatment, significant improvement was found between the pre- 
and post-treatment scores of the 10 survivors of CSA on all the 9 sub scales and the 
three global indices of SCL-90-R. Results of t-tests were shown in Table 4.24. The 
mean scores were found to be significantly different even if the more conservative 2- 
tail tests were used.
Mean T-Scores 
Pre Post
t
value
2-Tail
Sig.
Somatization 66.7 52.3 4.86 .001
Obsessive-Compulsive 72.8 60.9 5.00 .001
Interpersonal Sensitivity 78.0 67.6 6.50 .000
Depression 76.0 59.1 7.99 .000
Anxiety 75.2 58.0 5.33 .000
Hostility 69.2 56.0 5.57 .000
Phobic Anxiety 69.3 57.1 3.28 .010
Paranoid Ideation 74.3 63.1 4.74 .001
Psychoticism 78.6 62.6 4.68 .001
General Severity Index 77.3 61.1 6.62 .000
Positive Symptom 
Distress Index
70.1 51.6 7.69 .000
Positive Symptom Total 74.5 63.7 4.51 .001
Note: df = 9
Table 4.24 Mean T-Scores on SCL-90-R Before & After Treatment.
Compared with the norm of outpatient female psychiatric patient, the 10 survivors did 
significantly better in the General Symptom Index [ t(9) = -4.02, p = .003] and the
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Positive Symptom Distress Index [ t(9) = 7.22, p = .000] after treatment, but showed 
no difference in the Positive Symptom Total [ t(9) = .82, p > .05].
If the norm for female non-patient was used, the 10 survivors matched the non­
psychiatric females on the Positive Symptom Distress Index [ t(9) = -.71, p > .05] but 
were still significantly worse on the other 2 global measures (p values = .000) after 
treatment.
4.4.2 Rosenberg Self Esteem Scale (RSES):
The survivors’ general self esteem also improved significantly after treatment as 
measured by the RSES [ t(9) = 9.25, p = .000]. The mean scores are shown in Table 
4.25.
Mean Score 
Pre Post
2-tail
Sig.
RES 33.8 21.9 .000
Table 4.25 Mean Score on RES Before & After Treatment.
4.4.3 Belief Inventory:
After treatment, the survivors showed significantly fewer abused-related irrational 
beliefs as measured by the Belief Inventory [ t(9) = 6.58, p = .000] (Table 4.26).
Mean Score 
Pre Post
2-tail
Sig.
Belief Inventory 43.8 7.3 .000
Table 4.26 Mean Score on Belief Inventory Before & After Treatment.
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4.4.4 Self Regulation Profile (SRP):
The survivors scored significantly higher in all the 4 subscales and the Total scores of 
the SRP after treatment (p values range from .000 to .002). The results of t-tests are 
shown in Table 4.27.
Mean Score 
Pre Post
t values 2-tail sig.
Self Awareness 16.3 29.0 -6.31 .000
Action Monitoring 12.5 21.6 -6.94 .000
Affect Regulation 8.8 16.0 -6.14 .000
Relationship Regulation 7.3 9.6 -4.27 .002
Total 44.9 76.2 -7.26 .000
Table 4.27. Mean scores of the SRP Before & After Treatment.
4.4.5 Repertory Grid Scores:
All of the Grid Scores on self construal were found to be significantly different in the 
expected directions after treatment (Table 4.28). The Self became significantly closer 
to the Ideal Self [ t(9) =-7.18, p = .000] and farther away from the Self At Its 
Worst [ t(9) = -5.61, p = .000]. The distance between Ideal Self and Self Without 
Abuse increased significantly [ t(9) = -2.77, p = .022], indicating a lesser extent of 
“idealising” the Self Without Abuse. The distance between Ideal Self and Future Self 
decreased significantly [ t(9) = 4.94, p = .001], pointing to a more optimistic outlook 
of the future. (Refer to Tables 4.11, 4.12 & 4.13, pp. 140, 141, for the raw scores.)
Self Elements Mean distance 
Pre Post
2-tail
Sig.
Between Self & Ideal Self (SE) 1.19 .69 .000
Between Ideal Self & Self Without Abuse (IDOL) .23 .36 .022
Between Ideal Self & Future Self (HOPE) .62 .35 .001
Between Self & Self At Its Worst (WORST) .67 1.25 .000
Table 4.28 Mean Distances in Self Construal Before & After Treatment.
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Table 4.29 summarises the distances among the self and other significant elements 
before and after treatment. The Self became significantly closer to the other non-self 
elements in general [ t(9) =-4.31, p = .002], meaning a lesser degree of social isolation 
after treatment. It was also significantly closer to the Partner [ t(9) = , p = .002], 
Women In General [ t(9) = 2.84, p = .019], and Men in General [ t(9) =, p = .002]. 
However, the distances between the Abuser & Self [ t(9) = -.72, p > .05], Abuser & 
Men in General [ t(9) = -1.49, p > .05], and Abuser & Partner [ t(9) = -1.06, p > .05] 
did not change significantly after treatment.
Distance 
Pre Post
2-tail Sig.
Between Self & non-self elements (ISO) .97 .84 .002
Between Self & Abuser (ABUSER) 1.16 1.22 NS
Between Self & Women in General (NORMAL) .73 .59 .019
Between Self & Partner (CLOSE) 1.04 .63 .001
Between Self & Men in General (MEN) 1.00 .70 .000
Between Abuser & Partner (LIKE) 1.15 1.22 NS
Between Abuser & Men in General (MENGEN) .83 .94 NS
Table 4.29 Mean Distances Between Significant Figures Before & After Treatment.
Table 4.30 shows the significant correlations between different Grid distances before 
treatment. A few interesting relationships were found: a) the more the abuser and the 
partner were perceived as being similar, the more socially isolated the survivor was; b) 
the more the Self Without Abuse was “idealised”, the more socially isolated the 
survivor was; c) the greater the distance between Self and Men in General, the more 
the social isolation; d) the more the Self Without Abuse was “idealised”, the greater 
the distance with other Women in General; e) the greater the distance between Self and 
the Abuser, the greater that with Men in General; f) the greater the distance between 
Self and Ideal Self, the closer it is to Self At Its Worst.
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Before Treatment Pearson r p value
ISO & LIKE -.63 .050
ISO & MEN .88 .001
IDOL & ISO -.70 .024
IDOL & NORMAL -.73 .017
ABUSER & MEN .82 .004
IDEAL & WORST -.88 .001
Table 4.30 Correlation Between Grid Scores Before Treatment
After Treatment Pearson r p value
IDEAL & CLOSE .74 .015
IDEAL & WORST -.70 .025
IDOL & MEN -.74 .014
ISO & WORST -.62 NS (.058)
Table 4.31 Correlation Between Grid Scores After Treatment
After treatment, the pattern of the relationships between Grid distances has changed 
(Table 4.31). It was found that the closer the survivor was to the Ideal, the closer she 
was to her partner and the farther away she was to her Worst. Social isolation and 
“idealisation” of Self Without Abuse now correlated with variables different from the 
ones they used to correlated with before treatment. The more a survivor “idealised” the 
Self Without Abuse, the greater her distance was from Men In General. There was also 
a tendency for ISO to correlate with the distance between Self and Self At Its Worst, 
but the relationship did not reach significance because of the small sample size ( r = 
-.62, p = .058).
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4.4.6 Structure of the Survivors’ Construct Systems:
As seen from Table 4.10 (p. 138), E seemed to be the only one among the 10 cases 
who had shown a big change in the main components of her construct system after 
treatment. For E, the number of principle component with Kaiser value > 1 dropped 
from 2 to 1, and the content of the component also shifted to “worthy”, “like” and 
“free”. These constructs used to occupy relatively unimportant places in E’s construct 
system before treatment.
Judging from their ratings on the same sets of constructs after treatment, the other 9 
survivors did not seem to have changed their ways of construal tremendously. The 2 
main components were still largely the same. However, using the same set of 
constructs may not be the best way of assessing true changes in construal, and this 
limitation will be fiirther discussed in chapter 5.
Significant change was found, however, in the importance of the symptom construct - 
Affected vs. Not Affected By Abuse. Not only have survivors unanimously rated 
themselves as being less affected, the mean percentage of the total variance accounted 
for by this construct dropped from 13.10% to 6.71% (p = .000). (Refer to Table 4.14 
for the raw scores.)
Moreover, important changes were also found in B’s and C’s construct systems. As 
mentioned earlier, B and C seemed to show some “mental conflicts” in their ways of 
construing. However, after treatment, such contradictions disappeared. For B, being 
“assertive”, “confident”, “intelligent” and “not affected by abuse” no longer means that 
person is a "bully”. For C, a person does not have to be “affected by abuse” to be 
trustworthy and genuine. Nevertheless, A, who also displayed some “mental conflicts” 
in her construal before treatment, did not seem to have resolved it after treatment. D, 
who did not show such conflicts before treatment, seemed to have developed some 
conflicts after treatment (refer to section 4.2.2 & Table 4.10).
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With regard to the structure of the survivors’ construct systems. Table 4.32 shows the 
intensity scores before and after treatment. 9 out of 10 of the survivors had increased 
intensity scores after treatment. The implication of this and its validity will be discussed 
in chapter 5.
Intensity Score
Pre-treatment Post-treatment
A 0.51 0.53
B 0.54 0.61
C 0.64 0.70
D 0.67 0.77
E 0.60 0.78
F 0.60 0.68
G 0.64 0.73
H 0.51 0.56
J 0.66 0.71
K 0.47 0.47
Table 4.32 Intensity Scores of the Grids of the 10 Cases 
Before & After Treatment.
(The correlations between the 5 independent measures can be found in Appendix 
Nine.)
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CHAPTER 5 
DISCUSSION & CONCLUSION
The findings of the study have provided not only a considerable amount of new 
information regarding the self construal of survivors of CSA, but also support for the 
idea that the self regulatory functioning of the survivors was badly damaged. 
Fortunately, significant improvement was found in all the 10 cases after treatment.
The implications of the findings will be discussed in the following sections: 1) self 
construal, 2) self regulation impairment, 3) pre- and post-treatment comparisons, and 
4) validation and limitations of the study. These would be followed by the conclusion 
and recommendations for future research.
5.1 SELF CONSTRUAL
5.1.1 Contents of Self Construal & their Implications for Treatment
As mentioned in the literature review, only two studies were located by the 
computerised search that looked at self construal of CSA survivors. One of them 
examined the construal of relationship in the context of re-victimisation (Clarke & 
Llewelyn, 1994), while the other studied the abuser-victim role (Pollock & Kear- 
Colwell, 1994). Most of the theories about what and how survivors think of 
themselves have come from clinical experience and the use of assessment instruments 
(such as RSES or the Belief Inventory) during clinical practice. The present study aims 
to examine the survivors’ construct systems in a systematic way, and has yielded 
interesting findings.
Before going into the findings, it must be borne in mind that the 10 cases of female 
CSA survivors were clients of a NHS mental health service and were referred for 
psychological therapy to deal with the abuse. Since they were not drawn randomly 
fi"om a population of adult survivors, and the sample size was small, the findings might 
not apply to survivors who do not come under the mental health service. What is
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interesting to note is that, as mentioned in section 4.3, the 11 clients who had a CSA 
history but presented with other mental health complaints were not different from the 
10 cases in terms of age, severity of their problems, and the subscale and Total scores 
on the Self Regulation Profile. Therefore there is initial evidence to believe that the 
findings should have reasonable generalisability within the NHS mental health settings.
Kelly (1955) opines that people differ from each other in their construction of events, 
and that people behave differently in a particular situation because they view the 
situation differently (Individuality Corollary). However, for people belonging to a 
particular group and sharing particular experiences, “To the extent that one person 
employs a construction of experience which is similar to that employed by another, his 
psychological processes are similar to those of the other person” (Commonality 
Corollary) (p.55). This is exactly what has happened in the 10 cases of this study. The 
survivors came up with quite a range of constructs during the process of construct 
elicitation. These constructs were recorded in their own words. However, when put 
together, these constructs showed some common themes.
Among Landfield’s 22 categories of constructs (Landfield, 1971), those in relation to 
Emotional Arousal and Self Sufficiency were most frequently used by the survivors in 
construing their various “selves”. Typically, before treatment, survivors construed 
themselves as suffering from various negative emotions (e.g., unhappy, suicidal, guilty, 
etc.), and were low in self sufficiency (e.g., not confident, vulnerable, can’t cope, etc.).
Morality or “judgmental” constructs (.e.g., “normal vs. not normal” or “evil vs. good”) 
were also used a lot. Half of the survivors construed themselves to be not normal. “To 
be/ feel normal” was the second most common “ultimate concern” elicited by the 
technique of Laddering.
A small number of survivors also construed themselves using constructs denoting 
kindness or “Tenderness”. If the survivors ever thought any good of themselves before 
treatment, it was usually on these Tenderness constructs, such as being gentle.
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considerate and caring, etc. The problem was, while Tenderness constructs did come 
up in the Principle Components of the survivors’ construct systems (i.e., when 
construal of others was included), they did not seem to feature highly in the self 
construal of the 10 cases. Only three survivors had thought of Tenderness constructs in 
construing themselves, and D was the only one who had used two of these constructs 
(Abusive vs. Not Abusive & Considerate vs. Self-Centred) in her self construal. B & G 
each used one such construct (Bully vs. Gentle & Caring vs. Violent respectively) 
(Refer to Table 4.5). None of the 10 cases mentioned Tenderness constructs in their 
“ultimate concerns” during Laddering.
Sperlinger (1976) suggests that people elaborate their construct systems in problem 
areas that are presenting them with particular difficulties; this is then reflected in the 
relatively large number of constructs that they have available in this area. He found that 
depressed subjects used more Self Sufficiency constructs than “non-psychiatric” 
patients presented at GP practices. Caine and his colleagues (1986) found that neurotic 
clients also tended to use a lot of Self Sufficiency constructs. Fransella (1972) 
discovered that stutterers used more “Inactive social interaction constructs” (another 
category in Landfield’s classification which had not been used by the survivors) 
compared to “normal” students. Agoraphobic women, on the other hand, were found 
to use more constructs relating to “interpersonal control” than “normal” women 
(Schaible, 1990).
Because of the small sample size and the lack of control group in this part of the study, 
we cannot say in a generalised manner that female adult survivors of CSA usually use 
more constructs relating to Emotional Arousal and Self Sufficiency to construe 
themselves. Nevertheless, the findings are useful for treatment planning.
The findings regarding the constructs used by survivors’ in self construal not only 
support the validity of some of treatment themes currently in use for adult CSA 
survivors, but also added new information to be incorporated into such treatment. 
While it would be best to do an individual grid assessment and provide “tailor-made”
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individual treatment, group treatment packages should adequately cover such areas as 
self sufficiency, emotional regulation, and positive moral judgement on the self. Among 
these three areas of concerns found in the survivors, the latter two have featured in 
some ways in the commonly used approaches in treating CSA survivors. For instance, 
Jehu (1988) found that “self denigratory beliefs” were common in adult survivors of 
CSA, particularly in those who suffered from depression. He reported successful cases 
whose distorted self beliefs were changed using cognitive restructuring. Hall & Lloyd 
(1993), on the other hand, mentioned dealing with anxiety, depression, anger and grief 
as possible themes in CSA treatment. This ties in with the survivors’ concern about 
emotional regulation.
The other major concern, self sufficiency, however, is seldom dealt with by these 
prototypical treatment guides. Self esteem is perhaps the nearest concept that is 
included in common CSA group treatment, but other self sufficiency concepts such as 
independence, initiative and ability to solve one’s own problems, etc. (Winter, 1992b, 
p. 29) are seldom mentioned. Since 8 of the 10 cases in the present have used Self 
Sufficiency constructs in construing themselves, group treatment in the future must not 
neglect this area of concern.
Moreover, since 9 out of the 10 survivors had used Emotional Arousal constructs in 
self construal, treatment that aims at alleviating the survivors’ presenting “symptoms” 
would be important to them. Although it was mentioned in previous sections that 
“piece-meal” treatment of individual symptoms did not usually give long term benefit, 
symptomatic relief or management could be used as a starting point in helping 
survivors change their self construal, i.e., to start construing themselves more 
positively while their emotions are more under their control. Since emotional 
regulation is thought to be important by them, improvement in this area may increase 
their confidence to work on the other difficulties.
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5.1.2 Self Esteem
Before treatment, all the 10 cases tended to construe themselves as being very different 
from their ideal selves. According to Kelly (1955) and PCP, such big discrepancy is an 
indication of low self esteem. The finding thus coincides with those of the other 
correlate studies that survivors of CSA generally have a low self esteem (e.g., Jehu, 
1988; Bagley & Ramsay, 1985; Herman, 1981; Courtois, 1979). This point is further 
supported by the scores of the Rosenberg Self Esteem Scale (RSES) (Refer to section 
4.4.2).
While most of the correlation studies tended to use standardised instruments such as 
the Coopersmith Self Esteem Inventory, the Battle Self Esteem Questionnaire, or the 
RSES for ease of statistical analysis, the grid measurement between the self and ideal 
self provided qualitative information in addition to quantitative one. Apart from 
supporting the idea that CSA survivors tend to have low self esteem, the present study 
also reveals the aspects of their selves which the survivors are not happy about. This 
forms the basis for effective treatment. Although such qualitative information will 
usually unfold itself during the course of therapy (hence the abundance of “clinical 
impressions” regarding the survivors’ beliefs or ways of thinking), systematic studies 
are needed to speed up theory-building in this area. The sample size and characteristics 
of the present study, unfortunately, preclude definite conclusions regarding what most 
CSA survivors are unhappy with themselves about. In order to be clinically useful, 
future research must move away from the simple correlational approach and start 
looking at the content of such dissatisfaction with the self so that treatment for CSA 
survivors can really meet their needs.
Two of the findings are particularly important to the advancement in raising survivors’ 
self esteem. Firstly, the distance from the Self At Its Worst (Worst) correlated better 
with the RSES scores than that from the Ideal Self (Ideal) did. In fact, if the effect of 
Worst was partialled out. Ideal did not correlate significantly with RSES scores any 
more; but if the effect of Ideal was partialled out. Worst still correlated significantly
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with RSES scores (Refer to Appendix Nine). Secondly, Tenderness constructs did not 
feature highly in the survivors’ self construal.
The implication of the first finding is that survivors seem to judge how good they are 
by looking at how far away they have come fi'om their worst possible situations, more 
than how close they are to their ideals. This is a very interesting finding which has both 
clinical and theoretical significance. This way of judging themselves may actually be 
more positive and may serve them better knowing that they all tend to construe their 
ideals as a bit far reaching (because the ideal have to be similar to “the self without 
abuse”, sections 4.4.5 & 5.1.6). While measuring themselves against some 
unachievable goals may be too demoralising, remembering how much they have 
improved is certainly a more constructive alternative in judging themselves. It would 
also be easier for the clinician to remind clients of their improvement from where they 
used to be, than to help them reach their ideal if the ideal is itself unrealistic.
The question of which self (e.g., ideal self, worst self, possible self) to compare with in 
the process of self evaluation is not a new one. Rogers & Dymond (1954), like Kelly, 
also defined self esteem as the degree of correspondence between one’s ideal self and 
real self. They fiirther posited that the magnitude of disparity between the two selves 
was a primary index of maladjustment. This idea seems to have high face validity and 
is widely accepted by researchers and clinicians (Refer to Harter, 1996, for a review of 
this idea). Rosenberg (1965), however, postulates that a high self esteem corresponds 
to the belief (and feeling) that one is “good enough”. Although ultimately it depends on 
how the individual defines what “good enough” and “ideal” mean respectively, the 
good-enough self sounds more realistic and reachable. Markus and her colleagues 
(Markus & Nurius, 1986; Oyserman & Markus, 1990), on the other hand, emphasise 
that the disparity between the various selves may not be debilitating but have a 
motivational function instead. While the “positive possible selves” (i.e., the realistic 
ideal selves) can give direction to desired future states, the “negative possible selves” 
(i.e., the feared or worst selves) can clarify what is to be avoided.
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This latter idea seems to be more in line with the findings of the present study; that 
comparing with the worst selves seem to serve an important function, and that 
improved self esteem can be achieved if the survivors feel that they are reasonably far 
away from their worst selves, although they may not have reached their ideal yet. 
Since they may never reach their ideal if their construal does not change fundamentally, 
comparing themselves with their worst selves could have been a survival strategy they 
have developed over the years to give their fragile self esteem a minimal protection. 
Afterall, although this group of survivors presented with a lot of mental health 
problems when referred, none of them had any serious psychotic illness. The 
preservation of a minimal self esteem could be one of the factors that had prevented 
total self disintegration.
On the other hand, it is also possible that comparing with the worst and comparing 
with the ideal are two different forms of self esteem. Campbell (1990) distinguishes 
between the temporary feelings of self-regard that vary over situations, roles and 
events; and a global personal judgement of worthiness that is more stable across time. 
The former may apply to the evaluation of oneself against certain behaviours and 
feelings that have occurred during a bad period of time in one’s life, whereas the latter 
is more similar to evaluating oneself against some form of ideal.
More research is needed to understand this process of self evaluation - would people 
start to compare themselves with their worst selves instead of their ideal selves when 
the latter are for some reason unreachable? And what happens to people who do not 
make this shift in self construal? Before such concepts are clarified by further research, 
it is at least useful to remember, from a clinical point of view, that the two distances 
(i.e., from the ideal and from the worst self) are highly correlated. Efforts that improve 
one can hopefully have some positive effect on the other as well. In this regard, 
clinicians may like to consider making more use of “reminders of improvement” such 
as mood charts or behavioural recordings so survivors can keep track of their slightest 
improvement during the course of treatment, and be aware that they are moving away 
from their worst selves.
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The findings regarding the use of Tenderness concepts in construing others but not in 
self construal support the author’s speculation (chapter 1) of why general esteem 
building techniques (such as reminding oneself of one’s good points) may not be 
appropriate for adult CSA survivors. What the survivor is relatively “good at” may not 
necessarily be important in his or her self construal. In the case of the 10 survivors in 
the study, although they construed themselves to be relatively good in Tenderness 
constructs, such constructs did not seem to be significant to most of them when they 
were construing themselves. Attempts to raise their self esteem by reminding them that 
they are kind and caring people are therefore likely to fail, because being kind and 
caring is not their major concern.
Indeed, in as early as 1890, James posited that the level of self esteem would be 
dependent upon success in domains which were aspired by an individual. Success or 
failure in domains which were not aspired would be discounted and have little effect on 
self esteem (Harter, 1996). Since most of the survivors are concerned about self 
sufficiency, emotional regulation and the moral judgement of themselves, these should 
be the areas of focus in esteem-building work with this particular client group.
5.1.3 Distance from the abuser
How the survivors construe themselves in relation to the abusers is certainly of clinical 
interest. However, not much has been said in the CSA literature about the implication 
of this construal. The two studies mentioned previously that looked at survivors’ 
construct systems did not report on this particular piece of information. Clarke & 
Llewelyn (1994) found that survivors construed their relationships with the childhood 
abusers as being similar to their relationship with the other abusers in their adult life. 
But how the self and the abuser related to each other was not assessed (or not 
reported).
In such a “theoretical vacuum”, it is easy for clinicians who are more used to using 
standardised, norm-reference measurements to intuitively think that a bigger distance
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between the two might be better. Theories postulating that the survivors have to 
imitate the abusers and “take on their realities” (Chung & Hill, 1993) would speculate 
a high similarity between the two and suggest that this is unhealthy. However, it has to 
be borne in mind that survivors could very well idealise their abusers and think lowly of 
themselves. Such a big distance between the two is not a healthy sign either. For the 10 
survivors in the study, the first problem did not apply to them, because they all 
construed themselves to be reasonably different from the abusers. The second 
possibility, however, seemed to have occurred to at least half of the cases. Cases B, E, 
G, J & K used to construe their abusers as being rather positive on a lot of the 
constructs before treatment (especially on Self Sufficiency and Emotions constructs), 
while they themselves were rated very negatively. Among these 5 survivors, 3 were 
abused by their natural fathers (one of them by natural brother as well). The other 2, 
were abused by natural brother and mother’s partner respectively. The remaining 5| 
survivors also showed some polarised rating of the selves and the abusers, but to al 
lesser extent than the first 5 cases. The abusers were either construed as a bit less 
“good” in general, or they were rated badly on some violent constructs which had 
“counter balanced” their “goodness”. j
ri
Unfortunately, the sample size of this part of the study precludes any definitive 
statement about any specific pattern between abuser construal and the relationship of 
the abusers to the survivors. More research is needed to see if there is a tendency for 
some groups of survivors ( for instance, those abused by fathers or father figures) to 
“put the abuser on the pedestal” while devaluating themselves in order to justify the 
abuse. Meanwhile, clinicians need to bear in mind that a huge distance between the 
survivor’s self and the abuser may not necessarily be a good thing.
5.1.4 Negative self construal & Relationship problems
Distances from men in general or from the partner would be relevant to the 
understanding of the survivors’ relationship problems. There were two interesting 
findings in this regard. Firstly, all the survivors construed themselves to be much
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farther away from men than from women in general. The difference was statistically 
significant before treatment. Secondly, 6 out of the 10 survivors actually construed 
themselves to be farther away from their own partners than from men in general. In 
fact 5 of them construed themselves to be farther away from their partners than from 
the abusers before treatment.
One might speculate that probably the partners were construed as being similar to the 
abusers and therefore were very far away from the survivors. This was found to be the 
case in Clarke & Llewelyn’s (1994) study of survivors of CSA who had experienced 
re-victimisation. However, this did not seem to apply to the 10 cases in the present 
study. Most survivors tended to construe themselves to be all bad, while the abusers 
were good at some constructs (e.g.. Emotions and Self Sufficiency) and bad at others 
(e.g.. Tenderness), and so were men in general. The partners very often were 
construed to be very good on most constructs, hence the big distance with the selves.
For these 10 cases, the cause of the relationship problems was perceived to be mostly 
within the survivors themselves. They have all mentioned problems with expressing 
and receiving affection, and with intimacy or sex to various extent. All of them at one 
point or another had felt that they were too bad to deserve anything good and had 
engaged in self-destructive and relation-destructive behaviours. These included various 
self harming behaviours, unreasonable demands and provocative behaviours towards 
partners, lack of trust, setting partners up to test them, promiscuity and extra-marital 
affairs. So, unlike the 7 cases in Clarke & Llewelyn’s study, the 10 survivors in the 
present study did not think that their partners were like the abuser. However, they 
seemed to think that they were too bad to be close to the partners. The message to 
clinicians is that survivors of CSA do not always think badly of their partners and 
therefore keep a distance. The 10 cases in the present study were so convinced they 
did not deserve anything good that they were trying every means to fulfil their own 
prophecy. This coincides with the finding that people with low self esteem would seek 
unfavourable feedback that confirms their ideas of themselves (Swann, Griffin, 
Predmore, & Gaines, 1987). While the issue of trust is a common focus of CSA
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therapy when it comes to relationship problems, the present study shows that for a 
certain group of survivors, it is their distorted self construal which is causing the 
relationship problems.
The similarity between the abuser and men in general would probably be a better 
indicator of the “perceived danger”, and thus of survivors’ willingness to trust men. 
However, no clear pattern was found in the 10 cases. While all the survivors had 
reported difficulties trusting other people, only 7 of them construed the abuser and 
men in general to be similar (with distances less than the expected value of 1). Clarke 
& Llewelyn found this similarity in 4 of the 7 cases in their study. Why the others felt 
that the two were not similar and yet still found it difficult to trust men was difficult to 
understand.
One possible explanation may be that whether survivors can trust men or not depends 
not only on the qualities or the “trustworthiness” of the latter, but also on the self 
construal of the survivors regarding whether they deserve the love, respect, loyalty and 
so on from other people. Survivors who do not believe they deserve decent treatment 
from others could use various self-serving biases to select information and decide that 
people are not trustworthy. They could even set people up in various ways in order to 
‘Verify” their construal of themselves and others. For instance, among the 10 
survivors, many of them would seldom tell people how they felt, but would accuse 
others of not understanding their feelings. A few of them had been rather promiscuous 
while at the same time complained that most men they knew only wanted them for sex. 
In these examples, whether men in general are trustworthy has not been properly 
assessed. They are just playing a passive role in fulfilling the prophecy of the survivors’ 
self construal. Before a healthy and realistic self construal is established, the problem of 
trust would be very difficult to resolve.
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5.1.5 Social Isolation
Previous research findings have suggested that social isolation is one of the long-term 
correlates of CSA (e.g., Jehu, 1988). This coincides with how the 10 survivors in the 
present study position themselves in relation to other people in the Grids. According to 
Makhlouf-Norris & Norris (1973)’s criteria of social isolation (that the average 
distance from non-self elements be more than .80), all the 10 survivors would be 
considered socially isolated before treatment. Although the other elements were not 
uniformly rated positively or negatively, the extreme negative ratings of the self were 
usually the main reason for the big distance between the self and other non-self 
elements on average.
Jehu suggested three reasons why the survivors felt socially isolated. First, they may 
consider their abuse to be highly unusual and beyond the understanding of others and 
therefore feel isolated. Or they may feel stigmatised and rejected by others. The third 
possible reason is the inability to trust others or the lack of social skills to relate 
appropriately to others. Although these reasons have not been systematically studied in 
the present study, information from the survivors’ report during treatment and from 
the Belief Inventory show that these reasons may apply to some of them before 
treatment. For instance, in the Belief Inventory, the item “I must be an extremely rare 
woman to have experienced sex with an older person when I was a child” was thought 
to be Mostly or Absolutely True by 4 of the 10 survivors before treatment. Another 
one, “Anyone who knows what happened to me sexually will not want anything to do 
with me” was thought to be Mostly or Absolutely True by 7 of the 10 cases before 
treatment. If such negative beliefs about the self and others are the major reasons for 
the survivors’ social isolation, it was not surprising that social isolation correlated 
significantly with RSES scores before treatment. (Refer to Appendix Nine.) 
Fortunately, the extent of social isolation was significantly reduced after treatment for 
all the 10 survivors. This would be discussed in section 5.3.
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5.1.6 Idealisation of the “Self Without Abuse”
Interestingly, before treatment, 3 out of the 10 cases construed their ideal selves to be 
exactly the same as the selves without abuse. The other 7 survivors also construed the 
two selves to be very similar, and they were both rated extremely positively. Such 
similarity of the two selves has two main implications. Firstly, the survivors were 
essentially saying had they not been abused, they would be very close to their 
respective ideal selves. The reason why they were now so different from their ideal was 
all because of the abuse. Secondly, to become their ideal selves, they had to be 
“unabused”, which was impossible. The detrimental effects of an unreachable or 
irrational ideal has long been recognised by clinicians and researchers alike (Refer to 
Bracken, 1996, for a summary of this idea).
In addition, it was found that with these 10 survivors, the greater the “idealisation”, the 
more they were socially isolated, and the more different they construed themselves to 
be from Women in General (Refer to section 4.4.5). While nothing can be located in 
the CSA literature that mentions such “idealisation” of the Self Without Abuse, the 
author has had some observation in her clinical practice relevant to this phenomenon. 
Survivors of CSA who think they will have no problem at all had the abuse not 
happened are usually less ready to take control of their life and make changes. Some of 
them (e.g., those having substance abuse or personality problems) tend to put all the 
blame on the abuse and do not realise that they can and need to start making changes 
in their present lives. Others (e.g., those suffering from chronic low-to-medium-grade 
depression) feel that they can never be good enough because they have been abused, 
and so improvement towards the ideal seems so unrealistic to them. Again, these 
survivors often lack the motivation to change. Such idealisation means that survivors 
may feel not only more “abnormal” (because they are so different from the imaginary 
selves that have not been abused) but also farther away from their own ideals (who 
have to be not abused). Clinicians must be aware of such impossible situations 
survivors may put themselves in, and help them to appraise the effect of the abuse on 
themselves appropriately but not excessively.
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5.1.7 Hopefulness
“Hopefulness” was one of the two Self measures on the grid which were original to 
this study. (The other one was Idealisation of the “Self Without Abuse”.) Although the 
10 cases had all presented with a lot of problems when referred for treatment, they 
were still quite hopeful even before treatment, as measured by the relatively short 
distances between their Ideal Selves and Future Selves . While it was good to know 
that survivors with such extensive problems were still hopeful, it might also mean that 
these 10 cases were a self-selected group of survivors who were at least willing to 
disclose the abuse and seek help voluntarily. Caution has to be taken then if the 
findings are to be applied to those survivors who are less hopeful, who do not seek 
help on a voluntary basis, or those who present with other problems but never disclose 
the abuse.
5.1.8 How “Normal” are they?
How survivors construe themselves in relation to women in general has often received 
less attention than, for instance, that in relation to men. However, at least for the cases 
in this study, this relationship is significant as many of them have mentioned wanting to 
be “normal”. While their “criteria” of normality would be revealed in the content of the 
grids, the distance between the selves and women in general indicates how different the 
survivors construe themselves to be from the other average, “normal” women. 
Clinicians have to be careful not to neglect this particular construal during the course 
of therapy, and may even consider increasing the proportion of time spent in relation to 
this construal especially when the survivor is concerned about having to be normal.
In summary, this part of the self construal study found that Self Sufficiency, Emotional 
Arousal and Morality constructs were often used by the 10 CSA survivors when they 
were construing themselves. CSA treatment programme must therefore adequately 
cover these areas of concern. It was also found that the distance from Self At Its Worst 
correlated better than that from the Ideal Self with RSES scores. Questions were being 
raised as to whether comparing oneself with one’s worst time was a protective
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mechanism towards self esteem when the ideal was unreachable, or whether the two 
comparisons contributed to two different forms of self esteem. It was also felt that the 
repertory grid was a good instrument for understanding the “criteria” people compared 
themselves against, and thus was useful for planning esteem building treatment which 
really met the client’s needs. Many of the survivors seemed to have “idealised” their 
Self Without Abuse, which might not be conducive to positive changes. Some of them 
also tended to idealise their partners, but construed themselves very negatively on most 
constructs. They construed themselves to be quite far away from the abusers, not 
because the abusers were “bad”, but because they themselves were. There were 
reasons to believe that the relationship problems experienced by the survivors was not 
only due to a lack of trust in other people, but also to a distorted self construal. 
Moreover, all the 10 survivors were found to be socially isolated before treatment. It 
was also found that this group of survivors had a relatively hopeful attitude towards 
improving for the better in the future Findings regarding the structure of the survivors’ 
construct systems and post treatment changes will be discussed in section 5.3.
5.2 SELF REGULATION IMPAIRMENT
While the results of the repertory grid test have provided useful information regarding 
the survivors’ self construal, the SRP scores shed light on the survivors’ self regulatory 
functioning. The former is like a system of beliefs regarding the self, while the latter 
can be considered the functional aspect of the self.
5.2.1 The 10 cases
There is initial evidence suggesting that the self regulatory functioning of the adult 
survivors of CSA is badly impaired, and that the pattern of impairment is different from 
some of the other client groups. When the percentages of the maximum scores of the 
Self Regulation Profile (SRP) were taken as indices of the level of self regulatory 
functioning, 7 out of the 10 survivors scored worst in Affect Regulation before 
treatment. Another 2 had their lowest percentage scores in Action Monitoring, and 1
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was worst in Relationship Regulation. All the subscale and Total scores were among 
the lowest in the group comparison (discussed in the next section).These findings 
coincided with the picture of their clinical presentation of a lot of mixed emotions, 
obsessions, compulsions and self harming behaviours. Most of the survivors have 
reported using self harming and self destructive behaviours as a means of relief from 
intense emotions. They did not seem to be able to regulate their emotions using more 
constructive methods. While they might sometimes be able to identify their 
psychological needs, very often they failed to monitor their own actions to meet their 
needs.
5.2.2 Group Comparisons
a. Global differences
On the SRP, the schizophrenia group was found to have scored lowest on all 4 of the 
subscales and the Total scores among the 6 groups. Tliis is not surprising taking into 
consideration the highly dysfunctional and disturbing nature of the illness. However, it 
was alarming to note that the performance of the CSA group did not differ significantly 
from the schizophrenia group. This aspect of the findings not only shows initial support 
towards the “damaged self’ hypothesis in survivors of CSA, it also reminds clinicians 
not to underestimate the extent of such damages.
Unfortunately, the causes of self regulation impairment in general have not received 
much research. For instance, it is still unclear whether this common problem in 
schizophrenic patients is due to physiological or psychological reasons (or both). In the 
present study, the mean ages and gender ratios of the CSA and the schizophrenic 
groups were quite different. However, the scale of the study was too small to identify 
possible relations between these demographic variables and the level of self regulation 
impairment. There is also a lack of both clinical and scientific knowledge in support of 
a speculation in this direction.
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With regard to the self regulation difficulties in CSA survivors, Alexander (1992) 
suggests that most of the problems can be explained by a failure in early attachment. 
While there may be some truth in this conceptualisation, it is very simplistic, and does 
not explain problems experienced by survivors who were abused by non-parental 
figures.
Briere (1992), on the other hand, contends that the common problem with affect 
regulation in CSA survivors is largely due to the, learning of maladaptive ways of 
regulating emotions during the time of abuse, and the subsequent lack of practice of 
alternative, effective ways. Because of the confusion and overwhelming emotions 
caused by the abuse, a child would often avoid the affects, such as terror or anger, by 
dissociation or through other tension-reduction behaviours. Briere opines that 
dissociation and most tension-reduction behaviours within the repertoire of a child 
often operate in a relatively “all-or-none” manner rather than on a continuum that can 
be modulated according to the type and extent of internal distress. As a result, some 
survivors have not learned to regulate their emotions effectively by adulthood, and 
have to rely on maladaptive tension reduction activities (e.g., drug or alcohol abuse) to 
temporarily deal with the intense emotions.
Briere’s ideas seem to receive considerable support from the history of problem 
development of the CSA survivors in the present study. Briere suggested that one of 
the goals of therapy should be a “controlled access to trauma” in order to desensitise 
and integrate the painful states and memories and to stimulate the development of 
affect regulation skills. During therapy, the over-use of avoidance strategies is to be 
discouraged, and survivors are encouraged to experiment with more sophisticated 
approaches to affect modulation. There must be a good balance between re-exposure 
to trauma and consolidation of control and safety during the process of treatment, so 
that the survivors can learn how to tolerate pain and strong affects without having to 
reflexively turn to dissociation or maladaptive tension reduction.
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Briere also emphasises “disturbed relatedness” as one of the core effects of CSA. He 
points out that CSA is an unusual form of interpersonal aggression in that it combines 
exploitation and invasion with what might otherwise be evidence of love, care or 
affection. Such mixed messages received by sexually abused children form the basis of 
their confusion and ambivalence towards intimate relationships in their adult life.
It is interesting to note that Briere (1989) has specifically mentioned the idealisation of 
the spouse, which is also found in the present study, as one of the possible 
manifestation of disturbed relatedness. Briere opines that the survivors’ ambivalence 
towards intimacy may express itself as mixed or contradictory motivations for relating 
to others. They may feel distrust or fear on the one hand, with a paradoxical tendency 
to idolise individuals they (want to) perceive as “good”. This idolisation, unfortunately, 
often leads to disappointment and anger, because a) the expectations on the “idolised” 
are often unrealistic, and b) the underlying distrust and rage in the survivors often bring 
out “less than ideal” responses from others. Briere’s speculation is in line with the 
findings in the present study as reflected in the survivors’ distorted construal of the 
self, the abuser and the partner (refer to sections 5.1.3 & 5.1.4). The other 
manifestations of disturbed relatedness (such as boundary problem, attention-seeking 
behaviours, compulsive sexuality, adversarial perspective regarding interpersonal 
interactions, and manipulation) also seem to be present in the 10 survivors to various 
extents as evidenced in their clinical history, but are not reflected directly from the 
study of their self construal.
Briere suggests that the major reason behind many of these manifestations is a 
“cynicism about their ultimate value to others” (p. 22). This is again in line with the 
author’s speculation that the distorted self construal of survivors seems to be a major 
cause of the relationship problems independent of the issue of trust. Briere contends 
that the therapist’s empathy, unconditional regard, support and containment are 
important factors in helping survivors’ establish their own self worth and healthy ways 
to relate to others.
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b. Specific patterns
Fig. 5.1 Self Functioning Profiles of the comparison groups
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The CSA group was found to be worse in all the four self regulation areas and in the 
total score than the non-psychiatric controls and the Depression group on the SRP. 
They were also worse than the Anxiety group in Self Awareness, Action Monitoring 
and Relationship Regulation, but not in Affect Regulation. When compared with the 
Personality Disorder and the Schizophrenia groups, the CSA group was quite similar 
to them in most aspects of self regulatory fimctioning. There were no significant 
differences found between the Depression and the Anxiety groups, and between the 
Personality Disorder and the Schizophrenia groups. The non-psychiatric group scored 
significantly better in all aspects than all of the client groups.
In short, there seemed to be at least three distinctive groups on the SRP subscales and 
Total scores. These three groups were different from each other in all four aspects of 
self regulatory fimctioning, with the non-psychiatric group scoring much higher than 
the rest, the Anxiety and Depression clients in the middle, and the Personality Disorder 
and Schizophrenia clients worst in all aspects of self regulatory functioning. The CSA
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group, however, seemed to differ from the other clinical groups not in a uniform 
manner but in specific areas of self regulation. Figure 5.1 showed the different patterns 
of the 6 groups on SRP.
The possibility of a special link between CSA and self regulation impairment is further 
indicated by the fact that CSA was the only group among the 6 that added significantly 
and independently to the prediction of all the SRP measures before and after severity 
of symptom was partialled out. It is also noteworthy that CSA, among other diagnoses 
and the control group, was the only significant predictor of Affect Regulation after 
severity had been partialled out. This finding shows further support towards the link 
between CSA and Affect Regulation discussed in the last section.
Unfortunately, how strong the links are between CSA and self regulatory functioning 
in general, and between CSA and Affect Regulation in particular, is difficult to 
ascertain. This is mainly due to (1) the limitation of the sample size and characteristics; 
and (2) the limitation of the instrument, i.e., SRP itself. These limitations would be 
further discussed in section 5.4. Nevertheless, there is initial indication to suspect that 
the pattern of self regulation impairment in CSA survivors is different fi’om the other 
comparison groups and independent of symptom severity.
In summary, this part of the study has shown that the self regulatory functioning of 
CSA survivors was as bad as some of the seriously mentally ill patients such as those in 
the Schizophrenia group. This finding was alarming. Briere’s (1989, 1992) ideas were 
reviewed regarding how CSA survivors learnt maladaptive ways of self regulation. 
They seemed to coincide with the clinical history of the survivors in this study. With 
regard to relationship regulation in particular, Briere’s conceptualisation was also in 
line with the previous finding that distorted self construal was a major cause of 
relationship problems in CSA survivors. There was indication that the patterns of self 
regulation impairment were different between CSA survivors and the other clinical 
groups. However, because of the small sample size and the limitations of the SRP
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itself, no conclusion can be drawn on this point. These limitations would be further 
discussed in section 5.4.
5.3 PRE - AND POST - TREATMENT COMPARISONS
After the 20-session treatment, as hypothesised, significant improvement was found in 
all the 10 cases on all three routine measurements, i.e., the SCL-90-R, the RSES, and 
the Belief Inventory. This replicates the findings of Clarke & Llewelyn (1994). In 
addition, all the 5 scores of the SRP, including the 4 subscale scores and the total 
score, changed significantly in the expected direction after treatment. This finding 
points to the improvement of the survivors’ self awareness, action monitoring, affect 
regulation and relationship regulation, as well as the global self regulatory functioning 
after treatment.
With regard to self construal, while Clarke & Llewelyn found little change in the 
survivors’ construct systems, the present study did find some significant and clinically 
meaningful changes.
5.3.1 Self Construal
a. Between the selves
All of the distances regarding the various selves of the survivors have changed 
significantly in the expected direction. The Self became significantly closer to the Ideal 
Self and farther away from the Self At Its Worst. There was significant reduction in the 
idealisation of the Self Without Abuse. The Ideal Self and the Future Self became 
much closer, indicating a more hopeful outlook of the future.
Clarke & Llewelyn also found reduced distances between the self and ideal self in their 
7 cases of adult female CSA survivors. However, they did not use the other self 
measures in their study, and therefore no reference can be obtained to compare with
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the progress of the 10 cases in the present study. While the improvement in self 
construal after treatment is crystal clear in a clinical sense, how the 10 survivors 
compare to other survivors and the general population is largely unknown. This 
problem would be discussed in greater detail in section 5.4.
b. The selves and other elements
There are two major findings regarding changing construal among the self and other 
elements. First of all, as expected, there was a significant reduction in social isolation. 
More specifically, the survivors became significantly closer to both men and women in 
general, and also to their partners. Winter (1992a) commented that social isolation 
would be expected to reduce during successful therapy, and this was found to be the 
case by other clinicians and researchers (e.g., Sheehan, 1985, Winter, 1988).
However, no significant changes were found in the distances involving the abuser, 
whether it was with the self, the partner or men in general. This was mainly because 
the different directions of change in the 10 survivors blurred the group results. In fact, 
half of the survivors ( B, E, G, J, K) construed themselves to be closer to or less 
different from the abuser after treatment. As mentioned in section 5.1.3, the survivors 
tended to construe themselves very negatively on most constructs, while the abusers 
were construed relatively positively before treatment, hence the big distance. After 
treatment, however, either the self was construed more positively, or the abuser was 
construed more negatively, or both, thus reducing the distance between the two. An 
example from J would demonstrate this point clearly. Table 5.1 shows J’s rating of 
herself and the abuser (natural father) before and after treatment.
The distances between J and the abuser were 1.51 and 1.27 respectively before and 
after treatment. As seen from Table 5.1, the construal of the abuser remained largely 
unchanged, but J construed herself as being a bit less guilty, more positive and coping 
better, etc. after treatment, hence the reduction in distance from the abuser. While it is 
pointed out in section 5.1.3 that a big distance from the abuser is not always a healthy 
sign, here it is obvious that a reduction in distance from the abuser after treatment may
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indicate progress in some situations. Therefore the grid distances themselves must not 
be interpreted in isolation from the content and pattern of construal.
Before Constructs After
Self Abuser 1 5 Self Abuser
1 5 Feel guilty vs. Not feel guilty 2 5
5 1 More positive vs. Not positive 4 1
1 5 Not good at anything vs. Good at everything 3 5
5 1 Cope better vs. Can’t cope 3 1
5 1 Forceful vs. Not forceful 5 1
2 5 Accepting things 
without questions
vs. Not accepting things 
without questions
2 5
2 5 Understanding vs. Not understanding 2 5
4 5 Talk openly vs. Not talk openly 4 5
5 1 Assertive vs. Not assertive 5 1
1 3 Affected by abuse vs. Not affected by abuse 3 3
Table 5.1 J’s construal of herself and the abuser before and after treatment.
With regard to the construal of the abuser and the partner, 3 of the above 5 survivors 
(E, J, K, and none of the other five) showed reduced distances between the two after 
treatment. Table 5.2 illustrates K’s construal as an example. The distances between the 
abuser and the partner were 1.22 and 1.01 respectively before and after treatment. The 
reduction in distance was partly contributed to by a less extremely positive construal of 
the partner, and partly by a few mixed changes in the construal of the abuser. While the 
reduced “idealisation” of the partner is good for bringing the self and the partner 
closer, the positive construal of the abuser (who is the natural father) is more difficult 
to interpret. Since the other mental health measurements indicated satisfactory 
improvement after treatment in K, the positive changes in the abuser construal might 
mean that K was now more able to construe a person from different angles instead of 
being restricted to a black-and-white construal, i.e., either the person was all good or 
all bad. This speculation of a less restrictive construal also gained support from the fact 
that after treatment, the three principle components in K’s construct system accounted
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for a smaller percentage of the total variance of the system (85% before treatment and 
79% after treatment respectively). This “loosening” of the construct system was 
thought to be beneficial for clients with an initial tightly organised system (Kelly, 1955; 
Winter, 1992b).
Before 
Partner Abuser 1
Constructs
5
After 
Partner Abuser
1 2 Stick at something vs. Give in easily 2 1
1 5 Feel normal vs. Not normal 2 5
5 5 Suicidal vs. Not suicidal 5 5
1 4 Full life vs. Partial life 2 1
2 1 Domineering vs. subservient 2 1
5 4 Gullible vs. Can’t be taken in 4 5
1 5 Understanding vs. Lack of understanding 1 5
1 1 Sympathetic vs. Not sympathetic 2 1
1 5 Persistent vs. Doesn’t persist 2 5
4 2 Flamboyant vs. Demure 4 1
1 3 Feel whole vs. Broken 2 2
4 5 Affected by abuse vs. Not affected by abuse 4 3
Table 5.2. K’s construal of the abuser and her partner before and after treatment.
With respect to the insignificant change in the distance between the abuser and men in 
general, again 3 of the survivors (B, E, and K) construed men in general as being more 
similar to the abusers after treatment, while the other 7 survivors construed the two as 
being more dissimilar. A detailed examination of the survivors’ ratings reveals that in 
fact men were construed more positively in general after treatment. The construal of 
the abuser, on the other hand, showed positive and negative changes as mentioned 
earlier, leading to different directions of change in the relationship between the two.
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5.3.2 Changes in the content and structure of the construct systems
a. Global changes
Because of the need to compare the survivors’ construal before and after treatment, 
the same set of constructs elicited before treatment were rated again afterwards. 
Possible changes in the content of their construct systems after treatment were 
therefore not assessed.
This limitation of the study makes some of the structural changes difficult to interpret. 
As mentioned earlier, a more creative and flexible way of construing, as indicated by a 
relatively loosely organised construct system, is thought to be indicative of good 
mental health (Kelly, 1955, Winter, 1992b). It would be expected, therefore, that the 
survivors demonstrate a loosening of their construct systems after treatment, indicated 
by a smaller intensity score. However, for 9 out of the 10 survivors, the intensity 
scores increased after treatment, and the remaining one had the same score before and 
after. Since it is known from the other symptomatic measurements and their clinical 
presentation that all the survivors have improved considerably after treatment, one 
possible explanation for their increased intensity scores may be that the content of their 
construct systems may have changed so much that using the old sets of constructs does 
not accurately reflect the structure of their construct systems. That is to say, the 
survivors may be able to construe themselves and other people in a more flexible and a 
less black-and-white way after treatment, but they may need to use constructs other 
than the original sets to achieve this. For instance, the abuser may be construed as 
being violent before treatment, and there is no reason to expect this to change after 
treatment if this has been the real experience of the survivor. However, the survivor 
may be able to recognise that the abuser is, for example, intelligent, if she allows the 
use of such construct in her construal.
In fact, similar contradictions were found by Tibbies (1988) in a study of the construct 
systems of depressed patients after psychotherapy assessment. Although there was a 
significant decrease in the level of depression as measured by the Beck Depression 
Inventory, the intensity scores (which were hypothesised to decrease) increased
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significantly after treatment. Similar to the present study, the original sets of constructs 
elicited before assessment were used again in the post-assessment measure in Tibbies’ 
study. The increase in intensity scores after treatment is therefore not unique to the 10 
CSA survivors. Whether such change can be treated as an indication of a tightening of 
construal or poorer mental health is highly debatable. In my opinion, a new repertory 
grid after treatment using newly elicited constructs would be a more accurate reflection 
of the survivor’s construct system then, but this would create another problem of how 
to compare two totally different grids before and after treatment.
b. Other changes 
The symptom construct
The construct “Affected by abuse vs. Not affected by abuse” has become much less 
important in the survivors’ construct systems as indicated by the significant reduction 
in the percentage of total variance it accounted for after treatment. Before treatment, 
this construct used to be the most important construct in the systems of 6 of the 10 
survivors, signifying a “way of life” for them (Fransella, 1972). That is to say, after 
treatment, not only had the survivors rated themselves as being less affected by the 
abuse, the construct “affected vs. not affected by the abuse” had become “less useftil” 
in the survivors’ construal. Clinically, it could be inferred that the survivors were now 
more ready to give up their “abuse status”. While Clarke and Llewelyn (1994) have 
commented that “abuse forms a central component of the women’s relationships”, and 
that the “victim role” has not changed after treatment, the present study has provided 
initial evidence that some survivors may be capable of giving up this abused role after 
treatment.
Mental conflicts
Important changes were found in B’s and C’s construct systems. As mentioned in 
section 4.2.2, B and C showed some mental conflicts in their construal before 
treatment, because some positive characteristics were thought to be associated with 
certain negative characteristics. To improve oneself on those positive characteristics 
would mean acquiring certain negative characteristics at the same time. For instance.
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for B, to become more assertive and confident, she would see herself as becoming 
more bullying at the same time. For C, to be less affected by the abuse, she would have 
to become less genuine, more “after sex” and less trustworthy. However, after 
treatment, such contradictions disappeared. For B, being a bully no longer co-existed 
with the other good characteristics in her principle component; and for C, being 
affected by the abuse did not go with being genuine and trustworthy. The mental 
conflict of whether or not to improve was resolved after treatment. Nevertheless, this 
is not the case for all the survivors. A’s mental conflict before treatment remained 
largely the same after treatment; while D, who did not show such conflict before 
treatment, had developed such conflict in one of the principle components of her 
construct system after treatment. Yet again, the implication of such changes after 
treatment is unclear, because possible changes in the content of the construct system 
after treatment has not been examined. With the addition of new constructs, it is highly 
possible that the principle components of the survivors’ construct systems would be 
different.
Closeness to partner
Interestingly, closeness to partner correlated significantly with RSES, all 3 of the SCL- 
90-R global scores, and 4 of the subscale scores afi;er treatment. There could be many 
reasons for these correlations. A better relationship with one’s partner could be an 
important source of support to buffer against other adverse factors affecting mental 
health and self esteem. Improved mental health and self esteem, on the other hand, 
could help improve interpersonal relationship. Or there could be a third factor, e.g., 
self construal, which has changed after therapy which affects relationship, symptom 
manifestation and self esteem at the same time. More research is needed to understand 
why closeness to partner stands out among the grid scores in correlating with the other 
two standardised instruments. (It could also simply be due to the more unidirectional 
changes in closeness to the partner after treatment as opposed to the bi-directional 
changes in some other grid distances among the 10 cases.)
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In summary, all the standardised mental health measures pointed to the significant 
improvement of the CSA survivors after treatment. Their improvement in self- 
regulatory functioning was also in line with the hypothesis set out in chapter 3. In 
addition, all the Grid distances regarding self construal have improved in the expected 
direction. The survivors were also less socially isolated, and were more willing to give 
up their abuse status as a way of life. However, the changes in construal involving the 
abuser was not uni-directional. Positive changes in the construal of the abuser were 
thought to be a result of a more flexible way of construal, but this idea could not be 
ascertained because the changes in the content of the survivors construct systems after 
treatment were not accurately assessed. It is possible that new constructs are employed 
after treatment, and therefore ratings using the constructs elicited before treatment may 
not be an accurate representation of the survivors’ construct systems. Clinicians are 
reminded that the Grid scores must not be interpreted in isolation from the content and 
pattern of construal. Lastly, “closeness to partner” was found to correlate significantly 
with the RSES and SCL-90-R after treatment. Possible reasons for this were 
discussed.
5.4 VALIDATIONS & LIMITATIONS OF THE STUDY
Interesting findings have been reviewed and discussed in the earlier sections. The 
validity and limitations of the study as a whole would be discussed in the following 
sections, together with suggestions for future research.
5.4.1 Methodology
a. The Repertory Grid
Winter (1992b) suggests that appropriate measuring instruments for psychotherapy 
should 1) take account of the multidimensional nature of therapeutic change; 2) 
provide both general measures and measures which can be tailored to the individual 
client; 3) be relevant to the focus of the particular therapy; and 4) allow investigation 
of both therapeutic process and outcome. While therapeutic process is not the focus of
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the present study, the use of the repertory grid, SRP and the other standardised 
instruments, together with a multiple-case study approach, have served to meet the 
first three criteria.
The grid, in particular, is a very versatile instrument. It allows the examination of the 
construal of the various selves under different situations, in different time spans, real or 
imagined. It can also be used to tap into the construal of virtually anything that is 
personally significant to the subject, such as other significant people and the symptom 
(abuse) status in this case. The derived scores can be analysed both qualitatively and 
quantitatively, giving a range of results from those that are similar to scores on a 
symptom inventory to those that concern the idiosyncratic aspects of the subject’s 
construal. As such, cross comparison with other grids or with scores from other 
inventories is possible, while in-depth qualitative information can be retained at the 
same time. It also allows the examination of a person’s construal at different levels, 
from the qualitative micro-analysis of the construal of one particular element, to the 
macro-analysis of the structure, style and content of the larger construct system.
Some of the standardised instruments can also give information about how subjects 
think of themselves, but these are either too focused or too general, and may thus be 
inadequate in providing a fuller picture of the survivor’s construal in a particular 
context. For instance, a qualitative analysis of the Belief Inventory can give useful 
information about the survivors’ beliefs regarding responsibilities and blame in relation 
to the abuse. Such information is relevant and clinically useful in view of the top 
“ultimate concern” being “not to feel guilty” in 7 out of the 10 cases. However, while 
the Belief Inventory stops here, self construal does not. Apart from the “guilty - not 
guilty” or “responsible - not responsible” dimensions, survivors construed themselves 
in other ways as well. Relying on standardised instruments alone can be thought of as 
studying “construal” with all the constructs supplied by the researcher (and the authors 
of the instruments). The job of the subject is just to rate themselves on these supplied 
constructs which are important to the researcher but may not be so for the subject. The 
repertory grid allows the survivors to reveal constructs that are personally significant in
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the construal of themselves. Using elicited constructs, however, creates difficulties in 
cross comparison. Triangulating the grid with the other standardised instruments 
allows them to supplement each other’s limitations.
Apart from the difficulties in cross comparing different grids, the method has some 
other limitations that have to be borne in mind. It not only relies on the subject’s ability 
to introspect, but also assumes that the idiosyncratic nature of the construal can be 
captured and communicated via language. This may not always be the case. Neimeyer 
(1981) comments that many superordinate constructs may be assumptions about the 
world that are not readily verbalisable. The triadic elicitation method makes construct 
elicitation even more biased towards the more verbally fluent, intelligent and abstract- 
thinking individuals (Feist, 1990). For the survivors in this study, they certainly found 
the triadic elicitation difficult and confusing. It was very interesting to note that most 
survivors found it difficult to think of any construct when both the self and the abuser 
were involved in the triad. They kept saying the two were so different that they were 
beyond comparison, but could not readily say how they were different. Clinically there 
was a strong sense of refusing to entertain the possibility of any similarity between the 
self and the abuser. There seemed to be a conflict between the conscious construal of 
the abusers as being the “bad” ones, and the subconscious construal of themselves as 
even worse (section 5.1). Such a conflict may not be totally conscious and may be 
difficult to verbalise. Although all the 10 cases finally came up with some constructs, 
some of them were rather fiustrated by the procedure.
It also has to be acknowledged that a repertory grid only represents a sample of the 
subject’s construct system regarding certain elements at a certain time. It is not the 
whole system itself, nor does it differentiate between superordinate and subordinate 
constructs. Many computerised analysis packages automatically give numbers which 
have been used by researchers to infer the structure of the construct system in various 
ways. Although these numbers are readily available, the author has deliberately avoided 
making too much inference from them. This is because (a) the structure of the 
construct system is not the focus of the study, and (b) as discussed in section 5.3.2, it
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does not seem appropriate to use the same set of constructs elicited before treatment 
to infer the “structure” of the system after treatment. Although it has been pointed out 
in chapter 3 that repertory grids in general show reasonable stability over time, 
psychological therapy is a process that is supposed to facilitate changes. Since there 
was clinical and other objective evidence that the survivors in the present study had 
changed in different ways after treatment, the content of the system might well have 
changed too. The chance that the constructs are not a representative sample of the 
present system has therefore increased. Caution has to be taken in the interpretation, 
and generalisation, of the computer-generated numbers such as intensity or 
permeability scores in inferring about the construct system.
While the structure of the construct system cannot be interpreted in isolation from the 
content, the same applies to the other grid scores, such as distances between elements. 
In the present study, the meaning of the distances between the selves or between other 
elements cannot be inferred without paying attention to the content of the construal or 
even the functioning of the person in a wider context. For instance, as pointed out in 
section 5.1, a big distance between the self and the abuser may not necessarily be a 
good sign. It all depends on why the two are construed to be different. By the same 
token, whether closeness to the ideal self is good or bad depends on how well it serves 
the mental health or social functioning of an individual. While most studies that report 
a reduced distance between the two after treatment tend to associate this with 
therapeutic improvement (Winter, 1992a), there have been studies (e.g.. Shorts, 1985; 
Schuffel & Schonecke, 1972) which suggest that an increased distance after treatment 
is a good sign for clients who have previously maintained an unrealistically high self 
esteem by dissociating themselves from the problems. The two examples show that a 
mechanistic, norm-referenced way of interpreting the grid scores can be hazardous.
This highly idiosyncratic nature of individual subjects’ construal and their implications 
for mental health also means that treating the subjects as a group may lead to a loss of 
important clinical data. This was why a multiple-case study approach “triangulated” 
with other methods of measurement were thought to be appropriate in this study.
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b. Laddering
In order to supplement the repertory grid technique, “laddering” was also used with a 
view to eliciting superordinate constructs (Hinkle, 1965). However, during the process 
of using it, the author was not convinced that the procedure necessarily elicit 
superordinate constructs. For instance, when being asked why she preferred certain 
poles of the constructs. Case D said she wanted to be normal, because then she would 
not be different from others, because it would mean she did not have mood swings, 
then she would feel better about herself then she would be more confident, then she 
could have a family, then she could be normal. So how superordinate “being normal” 
was for D was difficult to say, since it was “the first and the last”. It certainly sounded 
like an ultimate concern, though. Because of this observation, and since the structure 
of the survivors’ construct systems is not the focus of the study, the constructs elicited 
by laddering have been named under ultimate concerns throughout the paper. In fact, 
Leitner (1995) has commented that although the assumption of the laddering technique 
is “logically defensible”, it has not been adequately tested, because of the difficulty of 
empirically measuring superordinate versus subordinate constructs. Nevertheless, like 
the author, Leitner feels that “clinically interesting and worthwhile hypotheses can be 
derived from the techniques even if this basic assumption is invalid” (p.68). As 
discussed in section 5.1, the ultimate concerns derived from laddering may help plan 
treatment that really meets the needs of the clients.
c. The SRP
The Self Regulation Profile is a rather crude instrument developed in the pilot stage. It 
combines items from McCann & Pearlman (1990) and Markus & Wurf (1987) in 4 
areas pertaining to self regulatory functioning. They are Self Awareness, Action 
Monitoring, Affection Regulation and Relationship Regulation. The items were factor- 
analysed, giving 4 different factors which coincided with the above 4 areas. However, 
the grouping of items under the four factors was slightly different from expected. For 
example, “ability to tolerate strong affect” correlated better with the other Action 
Monitoring items than with Affect Regulation items. Since there were only 80 subjects
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for the factor analysis of the 24-item inventory, the factor structure thus found might 
not be a stable one.
Another problem of the instrument is the reliance on the clinicians to rate their own 
clients on the items. The inventory may therefore be tapping into clinicians’ perception 
of the clients’ self regulatory functioning rather than the clients’ “true” level of 
functioning. Inter-rater reliability is another big question which is difficult to answer, 
because the nature of the items does not allow “blind” rating from someone who does 
not know the client well. Different clinicians may have different standards they 
compare their clients to while rating them. In the present study, all the raters work for 
the same mental health service and serve more or less the same client groups. It was 
hoped that this would ensure that they have a common base to make their judgement 
about their own clients. However, it will be more a problem if a group of subjects are 
to be rated by a wide range of raters. From a clinical point of view, one way of 
counteracting such rater bias is to ask for ratings from some other people who know 
the client well, e.g., family members, to cross check with the clinician’s ratings. But in 
theory it would still be the perception of yet another person and not the “actual level” 
of functioning itself. -
Although the SRP has good test-retest reliability, its concurrent validity is difficult to 
establish because of the lack of other instrument measuring similar constructs. 
Nevertheless, it has the potential to have good predictive validity judging from the high 
correlation it has with the SCL-90-R after treatment (refer to Appendix Nine). 
Moreover, clinicians who have used it have found the instrument helpful in highlighting 
specific aspects of the self regulatory problems of the clients which is useful for 
treatment planning.
With regard to its construct validity, as discussed earlier, the items of the SRP were 
taken from and grouped according to CSA and self theories. The factor analysis 
provided initial confirmation of a 4 factor model which coincided with expectation. 
However, since the CSA and self theories from which SRP derived had not been
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properly tested themselves, the construct validity of the SRP still could not be 
ascertained. For instance, it is unclear whether the self regulatory functioning is a 
global ability that affects behaviours, emotions and cognitions in a more or less 
uniform manner, or whether these aspects can be differentially affected. A detailed 
examination of the SRPs of the different clients revealed that while more seriously ill 
clients, such as those suffering from schizophrenia, had low scores in all 4 areas of the 
SRP, people with milder mental health problems might only be weaker in some of the 
areas but not in all of them. Unfortunately, the non-random, (relatively) small and 
unequal sample, together with the limitations of the SRP itself, i.e., the unequal number 
of items and lack of standardisation, precludes definitive answers to this question.
All in all, the SRP is an instrument that is worth developing. To make it more reliable, 
valid, and clinically usefiil, some steps have to be taken. First, relevant items that may 
have been missed by the present study should be added. Then, a large scale, well- 
controlled study has to take place to construct and standardise the instrument. The 
problem of rater subjectivity has to be studied and acknowledged. Guidelines for and 
examples of appropriate ratings may be able to reduce the problem of subjectivity to 
some extent. Finally, its relationship with the other well established symptomatic 
measures has to be clarified. Since it is possible that these self regulation problems are 
the underlying causes of the manifested symptoms (Cole & Putnam, 1992; Baumeister, 
Heatherton & Tice, 1994), a good instrument measuring self regulation would be able 
to point treatment to the right direction and is thus clinically valuable.
d. Generalisability of the findings
In theory, cases used in a multiple-case study should be chosen with reasons to either 
yield similar predicted results (literal replication), or produce contrary results but for 
predictable reasons (theoretical replication). Yin (1984) contends that while scientific 
facts are often established through many experiments which have replicated the same 
phenomenon under different conditions, multiple-case study follows the same 
“replication logic” (as opposed to “sampling logic”). Unfortunately, because of the
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practical difficulties in recruiting subjects, the 10 CSA cases were not chosen 
according to any theoretical propositions but were clients referred for treatment during 
a certain period of time. Although the findings have shown many similarities and also 
some individual differences among the survivors, these are difficult to explain in 
theoretical terms. Even if some salient characteristics of the cases found in retrospect 
could be related to the results in some ways, such a post hoc speculation would be 
untested and therefore highly questionable. The study is therefore restricted in its 
ability to generalise the findings to survivors outside the NHS community mental 
health setting. Moreover, since this part of the study (and hence the post treatment 
comparison) consists only of female survivors, the findings may not apply to male CSA 
survivors, given the knowledge on the differential cultural expectations on male and 
female during their development and socialisation processes.
At the planning stage, it was hoped that CSA survivors who never required mental 
health service would form a control group to compare with those that had mental 
health problems (and with the other comparison groups in the second part of the 
study). However, the local ethics committee rejected the idea of involving volunteers 
outside of the mental health service. Research findings were quoted in the proposal 
showing that non-psychiatric volunteers found participating in this type of clinical 
research helpful because they felt good that their experiences was helpful to others. 
Different safety measures were also built into the recruitment and testing procedure to 
ensure the well-being of the non-psychiatric volunteers. However, the ethics committee 
was not convinced on the basis that ‘^ he possibility of causing emotional harm cannot 
be eliminated”. As a result, the present study does not have any non-psychiatric CSA 
survivors as controls. This does not only limit the generalisability of the study, but has 
stopped important clinical information from being discovered. Naturally, it is clinically 
valuable to know why and how some CSA survivors manage to cope with the trauma 
without developing mental health problems. The author would be particularly 
interested to investigate their self construal and regulatory functioning in addition to 
other abuse-related factors that are known to be linked with adult adjustment. This 
should add important information or qualifiers to the “damaged self hypothesis”
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regarding CSA survivors. While it is good that the ethics committee tries to protect the 
general public from unnecessary disturbance, it should balance the risk against possible 
benefits. Turning a blind eye to theoretical and research evidence, and blocking well- 
designed, danger-proof studies would only slow down the advancement in helping 
these client groups, thus causing indirect harm.
5.4.2 Theorisation: The relationship between self construal & self regulatory 
functioning
Markus & Wurf (1987) suggest that the wide range of topics relating to the “self’ can 
be grouped under Self Representation and Self Regulatory Functioning. When the 
“damaged self hypothesis” appears in the CSA literature, damage to self representation 
and self regulatory functioning are often mentioned together. It seems logical, 
therefore, to believe that people’s self regulatory functioning is related to how they 
construe themselves in some way. However, the correlation found between the 2 self 
measures, the Grid and the SRP, was not as consistent as expected (refer to Appendix 
Nine, Table 9.7).
There could be many reasons for such an inconsistent picture. The two instruments 
have their own limitations as discussed earlier, and the sample size of this part of the 
study was only 10. It is therefore difficult to draw any conclusion on the relationship 
between self construal and self regulatory functioning based on this study alone. In 
addition, self construal is only one of the numerous factors that may directly influence 
self regulatory functioning. Other important factors include culture, the social 
environment, individual need or tension states, and non-self-relevant cognitions 
(Markus & Wurf, 1987).
Nevertheless, Markus & Wurf comment that although behaviour is not exclusively 
controlled by self representation, “it has become increasingly apparent that the 
representations of what individuals think, feel, or believe about themselves are among 
the most powerful regulators of many important behaviours” (p.308). This point is
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clearly illustrated by how negative self construal is found to affect the survivors 
relationships in the previous sections, as postulated by Briere (1992) (refer to sections 
5.1.3, 5.1.4 & 5.2.2).
The possible connection between self representation and self regulation is therefore an 
important area that warrens more research efforts. However, since the “self’ is a multi­
facet concept, it is often tempting to study everything in relation to the “self’ 
altogether in order to be “complete”. Without a firm theoretical foundation of how and 
why the various parts relate or not relate to each other, a study that examines too many 
aspects of the self at the same time (such as the present one) may create more 
questions than it answers (although this is not necessarily bad because such questions 
can in turn give directions to future research). While the present study runs into the 
problem of measuring too many variables with too few subjects ( because of the large 
number of derived scores in the Grid and the subscales in the SRP), future research 
should try to be more focused on the specific links, e.g., between certain type of CSA 
survivors, certain aspect of their self construal, and certain type of self regulatory 
functioning. When more is understood about these specific patterns for different 
groups of survivors, the global relationship between CSA and the damaged self will 
become clearer. Then it may be time to test the damaged self hypothesis in a more 
generalised manner.
5.5 CONCLUSION
The present study aims to clarify the clinical impression that the “selves” of female 
adult survivors of CSA.are badly damaged in some ways. Findings of the study have 
added new information to two major areas of the “self’ - self construal and self 
regulatory functioning. In addition, while it was found in another study that the 
survivors’ construct systems did not change much after treatment (Clarke & Llewelyn, 
1994), considerable changes was found in the surviors’ self construal after treatment 
in this study.
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Within the broad area of self representation, how the survivors construe themselves is 
one of the foci of this study. First of all, a few common concerns were identified. They 
were, according to Landfield’s (1971) classification. Emotional Arousal, Self 
Sufficiency, and Morality. Typically, the survivors construed themselves very 
negatively on these constructs. They were troubled by various emotional problems, 
lacked confidence, felt vulnerable and unable to cope, and also thought they were not 
normal, bad or dirty. Treatment for adult CSA sruvivors should therefore 
adequately cover the these three areas so as to meet the needs of this group of 
clients.
All the 10 survivors were found to have very low self esteem before treatment. This is 
in line with the other correlational findings. The use of the repertory grid provided 
information on what “criteria” the survivors were measuring themselves against. This 
information is very useful for treatment planning. Traditional esteem-building exercise 
which emphasises the good qualities of clients may not be effective, because what they 
are good at may not be important for them. Since the level of self esteem would be 
dependent upon success in domains which are aspired by an individual (Harter, 1996), 
constructs used by survivors in self construal should be the foci of esteem- 
building treatment.
The distance from the Self At Its Worst was found to correlate with RSES better than 
the Ideal Self did. It is possible that the survivors are comparing themselves with 
their worst times in the past to judge how they are now, instead of comparing 
with their unreachable ideal. This may actually be a very positive strategy and serve 
to maintain a certain level of their self esteem. Or it is also possible that comparing 
with the worst and the ideal selves contribute to two different forms of self esteem 
(Campbell, 1990). More research is needed to understand this process of self 
evaluation. In the meantime, clinicians may consider using various techinques to 
remind the survivors of the progress they have made in order to help build their 
self esteem.
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The 10 survivors were rather hopeful about their future even before treatment. 
However, they tended to equate the Ideal Self with the Self Without Abuse, which 
meant that a) they could only be ideal if they were “unabused”; and b) they would not 
have any problem had they not been abused. While the former belief was unrealistic 
and harmful to their self esteem (Bracken, 1996), the latter might shift the 
responsibility of change away from the survivors onto the abuse alone. Clinicians 
must be aware of such unrealistic idealisation in CSA survivors, and help them 
to appraise the effect of the abuse on themselves appropriately but not 
excessively.
With regard to the distances between the Self and the other significant people, it was 
found that all the survivors were socially isolated. They construed themselves as being 
very different from the abuser, the partner, and men and women in general. A detailed 
examination of the grids revealed that a distorted self construal was behind the 
construal of these relationships, and this very often caused relationship problems. 
For instance, most of the survivors tended to idealise their partners. They themselves 
were construed so negatively that they did not feel they deserved to be loved. As a 
result of such construal they often used self defeating means to fulfill their own 
prophecy. Treatment that deals with survivors’ relationship problems should 
therefore pay more attention to their negative self construal in addition to the 
traditional emphasis on trust-building.
Moreover, clinicians must be aware that a big distance from the abuser may not always 
be a healthy sign. Unlike norm-referenced measurements, grid distances cannot be 
interpreted independent of the content of construal.
The other aspect of the self, the self regulatory functioning, was studied using the Self 
Regulation Profile (SRP) developed in the pilot stage. For the 10 CSA survivors, 7 of 
them scored worst in Affect Regulation, 2 in Action Monitoring, and 1 in Relationship 
Regulation.
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Group comparison was done between 21 CSA cases (including the previous 10 
survivors and another 11 clients that had a known history of CSA), 4 other clinical 
groups, and a non-psychiatric control group. Among the 6 groups, schzophrenics 
scored worst in the SRP. This was not too surprising. What was alarming was that the 
CSA group as a whole did not differ significantly from the Schizophrenia group. 
This finding clearly confirmed the clinical impression that CSA survivors were very 
weak in self regulatory functioning.
Briere’s (1989, 1992) formulation of why this is the case is reviewed in section 5.2. 
Survivors should be encouraged to experiment with more sophisticated approaches to 
affect modulation and refrain from avoidance strategies. There must be a good balance 
between re-exposure of trauma and consolidation of control and safety during the 
process of treatment, so that the survivors can learn how to tolerate pain and strong 
affects without having to reflexively turn to dissociation or maladaptive tension 
reduction. Briere’s conceptualisation regarding the survivor’s relationship regulation 
also supported the finding that (distorted) self construal was the major cause of a 
“disturbed relatedness”.
Unfortunately, the sample size of the study and the limitation of the instrument itself 
preclude any conclusion on a specific pattern of self regulatory impairment unique to 
the CSA survivors. More research is needed to look into this possibility. Moreover, the 
SRP has shown the potential to be useful for treatment planning and outcome 
prediction. It is therefore worthwhile to conduct more research on the instrument to 
make it more reliable.
After treatment, all the 10 survivors improved significantly as measured by the 
SCL-90-R, RSES, the Belief Inventory and the SRP. They also construed themselves 
to be significantly closer to their ideal selves and farther away fi'om their worst selves. 
The idealisation of the Self Without Abuse was reduced, and they became more 
hopeful about the future. There was significant reduction in social isolation, and the 
survivors were closer to their partners as well as men and women in general.
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No significant change was found in the construal involving the abuser, whether it was 
with the self, the partner, or men in general. A detailed examination revealed that the 
changes in the construal of both the partner and the abuser were bi-directional. 
Taking into consideration the content and pattern of such changes, they may be 
indicative of a more flexible and realistic way of construal.
In short, significant changes were found, not only in the symptomatolog)\ but also in 
the survivors’ self construal and self regulatory functioning after treatment.
In summary, the present study has provided initial evidence that the self construal and 
self regulatory functioning of the adult female CSA survivors were badly damaged. It 
has also demonstrated that significant improvement was possible with appropriate 
treatment. However, generalisation of the findings may be limited to the NHS mental 
health setting. Future researchers must try to convince the ethic committees that the 
inclusion of a non-psychiatric control group is crucial in this area, because there are 
some CSA survivors who do not seem to suffer from devastating long term effects 
(Binder et al., 1996). It would be interesting to examine the extent to which the 
damaged self hypothesis can be applied to this group of survivors. Clinically it would 
be very useful to understand how they have managed to protect the developing self 
from the damage of CSA. This information would be valuable to the planning of early 
intervention after CSA has happened.
Another way to overcome the problem of limited generalisability is of course to 
increase the sample size. This may be difficult for individual researcher, but is not 
impossible if clinicians in this field can pull their efforts and cases together. If a big 
enough sample size can be obtained, even if the findings are confined to a clinical 
population, they would at least be useful for treatment planning for this group of 
clients.
In addition, researchers may consider studying self construing and self regulatory 
functioning separately to yield more in-depth infonnation. For instance, techniques
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such as “self characterisation” would provide a huge amount of useful information 
regarding how the survivors construe themselves. Because of the qualitative nature of 
the information yielded, a detailed and focused examination would be necessary. Such 
information would certainly add to the existing knowledge which is largely derived 
from quantitative methods. It would also be useful to test the commonly held idea that 
male and female survivors are affected differently in their self development. With 
regard to self regulatory functioning, as mentioned earlier, some clinical subjects only 
had problems with one or two of the self regulation areas. It would therefore be useful 
to know more about the sub-topics (such as behaviour regulation, emotional regulation 
and relationship regulation) before grouping them together. Moreover, the SRP needs 
a much larger sample to make it into a more reliable instrument before further use is 
recommended.
' i l i
All in all, although the present study has its limitations (such as a small ànd non- 
random sample and the crude instrument used in measuring self regulatory 
functioning), the findings have served to fill in some gaps in the CSA literature 
regarding the damaged self hypothesis, and have provided a framework for further 
investigation of the problem. !
Appendix One: Repertory Grid
200
Self
Ideal Self
Self at its worst
Self without 
abuse
Father
Mother
Partner
Abuser
Men in general
Women in 
general
Future Self
- r
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Appendix Two
SELF REGULATION PROFILE
AGE: SEX:
Diagnosis/Main Problem: 
Severity (1 - 5):
minimal
AFFECT REGULATION
Ability to  to lera te  stron g  a f fe c t  wittiout se lf  fragm en ta tion  or actin g  ou t 1
Ability to  be a lone w ithout being lonely 1
Ability to  ca lm  o n e se lf  through se lf  soo th in g  w ithout o v e r -r e lio n c e  on o th ers  1
S e n se  o f control over o n e se lf  1
Ability to  a c c e p t  and in tegra te  criticism  without m ajor or perm an en t
d a m a g e  to  se lf  function ing and s e lf  worth 1
ACTION PLANNING
Initiative 1
A w areness o f own p sych o log ica l n ee d s  1
A w areness of own s tr en g th s  and w e a k n e sse s  1
A w areness o f own v a lu es 1
Ability to  prioritise own n e e d s  and va lu es 1
Ability to  an tic ip ate  o u t c o m e s /  c o n se q u e n c e s  1
P o sse s s io n  of s tr a te g ie s  for  sa tisfy in g  im portant personal n e ed s  1
Ability to  m ake s e lf -p r o te c t iv e  ju d g e m e n ts  1
MONITORING OF ACTION
Willpower 1
D esire to  strive for  personal growth 1
Ability to  reflect on own behaviours 1
Ability to  eva lu a te  own behaviours objectively  1
Ability to  rein force own desirab le  behaviours and sto p  undesirable o n e s  1
A bility/ Flexibility to  recon sid er  and possib ly  ch a n g e  behavioural
s tr a te g ie s  to  m e e t o n e ’s  n e e d s  1
Ability to  view o n e se lf  and o th ers  from  m ore than  on e  p ersp ectiv e  1
RELATIONSHIP
Em pathy 1
Ability to  e stab lish  and m aintain m eaningfu l relationship  1
Ability to  e sta b lish  and m aintain b oundaries 1
moderate
3
3
3
3
high
5
5
5
5
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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Appendix Five
Belief Inventory
NAME:.....................................
DATE; .....................................
BELIEF IN V E N T O R Y  (R E VISE D )
Please check (V) o n e  colum n from 0 to 4 that best ind icates how  strongly you b elieve  
each statem ent to be true in your ow n case . P lease answ er according to what you really  
believe yourself, not w hat you think you should  believe .
Absolutely Mostly 
Untrue Untrue
U I
Partly
True
Partly
Untrue9
Mostly Absolutely 
True True
3 4
1. I m u s t  b e  a n  e x t r e m e ly  rare  
w o m a n  to  h a v e .e x p e r ie n c e d  s e x  
w ith  a n  o ld e r  p e r s o n  w h e n  1 w a s  
a c h ild .
2 . [ a m  w o r th le s s  a n d  h a d .
3 . Y o u  c a n 't  d e p e n d  o n  w o m e n ,  
th e y  a re  a ll w e a k  a n d  u s e le s s  
c r e a tu r e s .
M. N o  m a n  c a n  b e  t r u s te d .
5 . I m u st h a v e  p e r m it t e d  s e x  to  
h a p p e n  b e c a u s e  1 w a s n 't  fo r c e d  
in to  it.
6 .  I d o n 't  h a v e  th e  r ig h t  to  d e n y  m y  
b o d y  to  a n y  m a n  w h o  d e m a n d s  
it.
-
7 . .A n y o n e  w h o  k n o w s  w h a t  
h a p p e n e d  to  m e  s e x u a l ly  w ill  
n o t w a n t  a n y t h in g  to  d o  w ith  
m e .
8 .  I m u st h a v e  b e e n  s e d u c t iv e  a n d  
p r o v o c a t iv e  w h e n  I w a s  y o u n g .
9 . It d o e s n 't  m a t t e r  w h a t  h a p p e n s  
to  m e  in m y  l i f e .
10. N o  m a n  c o u ld  c a r e  fo r  m e  
w ith o u t  a s e x u a l  r e la t io n s h ip .
•
11 . It is  d a n g e r o u s  to  g e t  c lo s e  to  
a n y o n e  b e c a u s e  t h e y  a lw a y s  
b e tr a y ,  e x p lo i t ,  o r  h u r t y o u .
12 . 1 m u st h a v e  b e e n  r e s p o n s ib le  fo r  
th e  s e x  w h e n  1 w a s  y o u n g  
b e c a u s e  it w e n t  o n  s o  lo n g .
13 . I w ill n e v e r  b e  a b le  to  le a d  a 
n o r m a l l i f e ,  th e  d a m a g e  is 
p e r m a n e n t .
14 . O n ly  b a d .  w o r t h le s s  g u y s  w o u ld  
b e  in t e r e s t e d  in  m e .
15. It m u s t  b e  u t in n tu r a l  to  fe e l  a n y  
p le a s u r e  d u r in g  m o le s t a t io n .
Ih . 1 a m  in fe r io r  to  o t h e r  p e o p le  
b e c a u s e  I d id  n o t  h a v e  n o r m a l  
e x p e r ie n c e s .
17. I 'v e  a lr e a d y  b e e n  u s e d  s o  it 
d o e s n 't  m a t te r  o f  o t h e r  m e n  u s e  
m e .
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Appendix Six: Construction of the Self Regulation Profile
Original components of the “self’ suggested by McCann & Peariman (1990):
Aspects of the Self and Their Functions
Self capacities (Regulate self-esteem)
Ability to tolerate strong affect 
Ability to be alone without being lonely 
Ability to calm oneself 
Ability to regulate self-loathing 
Ego resources (Regulate interactions with others)
Intelligence 
Ability to introspect 
Willpower 
Initiative
Ability to strive for personal growth 
Awareness of psychological needs 
Ability to take-perspective 
Empathy
Ability to foresee consequences 
Ability to establish mature relations with others 
Ability to establish boundaries 
Ability to make self-protective judements 
Psychological needs (Motivate behavior)
Frame of reference 
Safety
Trust / dependency
Esteem
Independency
Power
Intimacy
Cognitive schemas (Organize experience of self and world)
Beliefs, assumptions, and expectation related to psychological needs
(Taken from McCann & Peariman, 1990, pp. 17, Table 2.2)
Items taken or developed from Markus & W urfs (1987) idea of behavior regulation:
Goal setting
Awareness of own strengths and weaknesses 
Awareness of otvn values 
Sense of control over oneself 
Ability to prioritise own needs and values 
Monitoring of action
Possession of strategies for satisfying impprtant personal needs
Ability to evaluate own behaviors objectively
Ability to reinforce own desirable behaviors and stop undesirable ones
Ability/Flexibility to reconsider and possibly change behavioural strategies to meet own
needs
(to be co n t’d.)
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The 24 items subjected to factor analysis are:
Ability to tolerate strong affect (tolerate)
Ability to be alone without being lonely (alone)
Ability to calm oneself (calm)
Ability to regulate self-loathing (critcis)
Intelligence (IQ)
Ability to introspect (reflect)
Willpower (willpowe)
Initiative (initiati).
Ability to strive for personal growth (growth)
Awareness of psychological needs (needs)
Ability to take perspective (perspect)
Empathy (empathy)
Ability to foresee consequences (outcome)
Ability to establish mature relations with others (estabsh)
Ability to establish boundaries (boundary)
Ability to make self-protective judements (protect)
Awareness of own strengths and weaknesses (strength)
Awareness of own values (values)
Sense of control over oneself (control)
Ability to prioritise own needs and values (prioriti)
Possession of strategies for satisfying important 
personal needs (strategy)
Ability to evaluate own behaviors objectively (evaluate)
Ability to reinforce own desirable behaviors and stop 
undesirable ones (behreg)
Ability/Flexibility to reconsider and possibly change behavioural -d 
strategies to meet own needs (change)
- taken from MaCann & 
Peariman
- taken or developed 
from Markus & Wurf
In the factor analysis, the 24 items fell quite neatly into five areas, i.e.. Monitoring of Action, Action 
planning. Affect Regulation, Relationship, & Intelligence. However, the five factors together only 
accounted for 77.6% of the total variance, meaning that there might be other factors affecting the 
picture, and that this five-factor structure might not be a stable one. It is also interesting to note that 
the item ability to tolerate strong affect correlates slightly more to Monitoring of Action than to the 
other items under Affect Regulation. For the clarity of presentation, this item was put under Affect 
Regulation in the Profile. The single-item factor intelligence was discarded from the inventory 
because of its generally low correlation with the other items, and the clinical invalidity of estimating 
IQ through clinical observation (without the use of intelligence tests).
The results of the factor analysis after varimax rotation can be found in Appendix Seven.
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Appendix Seven
Results of SEP Items in Factor Analysis after varimax rotation.
Factor 1 Factor 2 Factor 3 Factor 4 Factor 5
REFLECT .78349 .29610 .06352 .26747 .14959
GROWTH .75594 .19955 .31348 .15061 .08689
EVALUATE .73074 .31984 .16892 .37178 .20273
REINFORC .69010 .37628 .37729 .20961 .08523
PERSPECT .68314 .25928 .26091 .35688 .31868
CHANGE .65055 .34628 .45741 .18286 .09518
TOLERATE .52332 .28780 .48789 .36694 .06155
VALUES .24669 .77854 .27545 .12375 .16102
PROTECT .13827 .74406 .16390 .29987 .05454
PRIORITI .21724 .72771 .34916 .11787 .25908
STRATEGY .36607 .70484 .38320 .10805 .05453
OUTCOME .43525 .66818 .17234 .24616 .03127
NEEDS .47326 .59220 .26119 .26408 -.06119
INITIATI .49633 .58536 .45368 -.08583 .04697
STRENGTH .52490 .57694 .34249 .19393 .08014
ALONE .15298 .18655 .78971 .16791 .11574
CONTROL .21061 .42234 .75198 -.02177 .09811
CALM .24921 .28749 .73467 .18076 .09453
CRITTCIS .41545 .23055 .60308 .38313 .04519
WILLPOWE .49938 .41821 .56781 -.15320 -.05754
ESTABSH .30601 .21624 -.04341 .79602 -.13109
EMPATHY .38080 .08259 .21063 .74638 .04016
BOUNDARY -.00451 .35760 .37295 .63780 .40716
IQ .25053 .13443 .11108 -.01524 .89398
The final product of the Self Regulation Profile can be found in Appendix Two.
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Appendix Eight
Background Information of the 10 Female Survivors of CSA
A is the youngest of 4 children in her family of origin. She is 46, divorced, and works 
as a part-time art teacher. Her 11-year-old daughter lives with her ex-husband and his 
wife. A was sexually abused by her natural brother from the age of 7 to 15 years. The 
abuse involved penetrative sex of a few times a week. Her father used to be physically 
abusive to the mother and the other siblings. But A could usually escape by not 
answering back and being compliant. A did try to tell her mother about the sexual 
abuse in her early teens, but was not believed and also told that she was wicked and 
deserved it. -The other brothers and sisters did not want to know. A has always had 
problems with relationsliip and intimacy in her adult life. The relationship with her ex- 
husband broke up after 8 years because A was “depressed all the time, unpredictable 
and did not know what she wanted”. When referred for treatment, A was very 
conftised and depressed. She had a history of taking overdoses. She also presented 
with sexual difficulties, aggressive outburst, social phobia and panic attacks. She was 
convinced that she was evil and unlovable.
B is the fourth of the five cliildren in her family of origin. The fifth one died shortly 
after his binh. B is now 39 years old, unemployed, and does some voluntaiy work in a 
charity shop. She was sexually abused by her eldest brother from age 5 to age 15 
years, and by her natural father from age 10 to 15 years. When she was pre-pubertal, 
the abuse involved touching, masturbating and digital penetration. Since puberty, it 
was penetrative sex with both the brother and the father on almost a daily basis. They 
used to say to B that it was a punishment for her evilness, and she had to pay the price 
for her sins. When B tried to tell her mother, she was not believed, and was blamed for 
making things up. She ran away from home when she was 15 years old, and met a 
family to which she strongly attached. The family was good to her in many ways, but 
was also said to be vary manipulative. B still lives close to this family, and is always 
running around helping them. B had never had a relationship after she left home. Upon
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referral for treatment, she presented with depression, panic attacks, self cutting and 
overdoses, anger outburst and hostility. She said she was lonely but did not feel she 
could trust anyone. She was convinced that she was evil and deserved punishment. She 
derived great relief and pleasure from cutting herself.
C is a single child of the family. She is now 26 and works as a sports instructor. She 
lives with her parents, and is not in any serious relationship. C was sexually abused a 
few times by a family friend when he visited the family. C was around 12 to 13 years 
old at the time, and the abuse involved touching and digital penetration. C did not tell 
anyone at the time, but from 14 years old onwards, she managed to stay away from 
home whenever this friend came. When she tried to tell her parents in her early 20’s, 
her father did not want to know. Her mother was a little more supportive, but still tried 
to minimise what had happened. C has always had relationship problems. She had had 
a few heterosexual relationships on a platonic level, just because it seemed the right 
thing to have a boyfriend. However, she could not have sex vrith a male, and 
sometimes felt attracted to females. When referred for treatment, C was suffering from 
depression and panic attacks. She overate to make herself big and unattractive. She 
had occasionally anger outburst, and had a strong fear of men. She was not sure about 
her own sexual orientation, but preferred to go to lesbian or gay bars to avoid being 
approached by men. She felt that she was bad, not normal, and did not deserve 
anything good.
D is the youngest of the three children in the family. D ’s mother left the family shortly 
after D was bom. D is now 25 and has a clerical job. D was physically abused by the 
two brothers since she could remember, and was sexually abused by the eldest one 
who was 10 years older than D. The sexual abuse occurred a few times a week when D 
was between 10 to 16 years old, and involved penetrative sex. D was told that it was a 
punishment for her because their mother left after D was bom. When D was 16, she 
tried to tell her father who did not want to talk about it. She then left home to stay
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with her boyfriend’s family. However, she had difficulty having sex with the boyfriend, 
and he left for the army, but D still stayed with his family until recently, and had been 
treated Hke a daughter. The father of his boyftiend, whom D calls Dad, is said to be 
very possessive and does not like D seeing other males. At the time of referral, D was 
suffering from depression and social phobia. She had frequent anger outbursts during 
which she would cut or hit herself She would not go anywhere where she would stand 
a chance of being approached by males. She was very ambivalent towards herself and 
everyone else. She thought she “had something wrong”, was bad and dirty; but she 
also felt intense hatred towards other people most of whom she thought were unkind 
to her, had hurt her, or did not care for her.
E is the elder of the two daughters in her family of origin. Her own parents divorced 
when she was very small, and she used to live with her mother and mother’s boyftiend. 
She is now 31 years old, divorced, lives with her eight year old daughter and five year 
old son together with her boyfriend. E was sexually abused by her mother’s partner 
from the age of 8 to 15 years. It involved touching initially, and then penetrative sex, 
o f a few times a week. She was told by the abuser not to tell because it was her fault 
for being seductive. When she finally told her mother when she was 16, her mother 
said the same thing and blamed her for stealing mother’s boyftiend. E then left home 
and started having a lot of casual relationships before she got married when she was 22 
years old. At the time of referral, E was presenting with depression, self banning, panic 
attacks and flashbacks. She was obsessed with her look and her body, and had had a 
few plastic surgeries. She was convinced that she was sinfiil and bad, unwanted and 
unloved. All of her serious relationships were characterised by her having affairs 
outside the relationships, and yet worrying that the partners were having affairs behind 
her back.
F is the eldest of the three children in her family of origin. Her natural father left them 
when she was very small, and F used to live with her mother, step-father, her younger
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sister, and a half younger brother. F is now 26, married, and has two step-children 
aged 8 and 6 years. F was sexually abused by her step-father during the ages 9 to 14 
years. The abuse involved penetrative sex of a few times a week. F’s step-father was a 
highly regarded church deacon, and F used to feel she would hurt the family by 
disclosing the abuse. Moreover, she was told by the abuser that it was her fault. F 
managed to keep him off since she was 15, by threatening to tell. She lived with the 
family until she got married at the age of 20. She has always had sexual difficulties 
which is causing problems in her marriage. Upon referral for treatment, she presented 
with depression, distorted body image, anger outbursts and self harm, and had a 
history of taking overdoses. She still has regular contacts with her mother and 
stepfather, and still finds it hard to say “no” to him. F was convinced that she was dirty 
and sinful, and does not feel she deserves the love of her husband.
G was the third of four children in her family of origin. She is now 35 years old and 
has a clerical job. She married 12 years ago, her husband died 2 years ago and they had 
no children. G was sexually abused by her eldest brother who was five years older than 
she was, from aged 5 to 17 when she left home. The abuse involved penetrative sex of 
a few times a week. G knew that her brother used to abuse their youngest sister as 
well, but the latter denied this. G’s father was a violent man who was dismissive and 
authoritarian. Her mother was cold and rejecting, favoured the son and was critical of 
G. G’s brother threatened to kill G if she told anyone about the abuse. When G did tell 
her mother, the mother blamed her for the abuse. Father is dead now. Mother lives 
with brother who now has his own family and is violent like the father used to be. 
When referred for treatment, G was suffering fi’om depression, bulimia, obsessive- 
compulsive washing and checking and social phobia. She used to cut herself and beat 
her thighs with a hammer. She had a prolonged, complicated grief reaction towards her 
husband’s death, and felt guilty about not offering good sex to her husband. She 
thought that she was evil and corrupted, bad and unlovable, and wanted to be big and 
ugly.
214 (App. 8 con’d.),
H is 16. She lives with her mother, stepfather and two half siblings younger than 
herself She is taking some examinations and has joined a vocational placement 
scheme. H was sexually abused by an older male cousin when she was 12 to 14 years 
old. The abuse involved regular penetrative sex. H told the family when she was 14 
and that stopped the abuse. She was believed, but the family still kept in touch with the 
abuser and his family. H was angry about this because she wanted a total cut off from 
them. The relationship between H and her mother started to deteriorate from then. 
When referred for treatment, H was suffering from depression and had a history of 
taking overdoses. She had anger outburst, did not get on with her family, and often cut 
herself. She was constantly angry, felt betrayed by the family, and wanted desperately 
to be “normal”. She dropped out of the group after the 10th session because of a new 
job.
J  is the younger of the two daughters in her own family of origin. She is now 38 years 
old, married with 3 children aged 13,9, and 6 years. She is a part-time caretaker in a 
nursing home. She was sexually abused by her natural father from the age of 5 
onwards to when she got married at the age of 22. The abuse involved touching and 
masturbating at an early stage, and penetrative sex from her puberty onwards. It 
happened a few times in a week. J did not feel that she could tell anyone because her 
father was a devoted Christian and was thought highly of in the local community. She 
thought the abuse was all her own fault. The father even wanted to have sex with J 
after she got married. J managed to refuse him for once. Then J found out that her 
father had molested her five-year-old daughter and started to realise that it was her 
father who was in the wrong. She told her mother of the molestation and her own 
abuse, but the mother denied any knowledge of and would not talk about them. J’s 
father died 5 years ago. J has had relationship problems all her adult life. When referred 
for treatment, her presenting problems were difficulties with sex and intimacy, low 
body weight and depression. She lacked assertion, had low self esteem, social phobia, 
panic attacks and suicidal thoughts. She believed that she was corrupted and had 
corrupted her father.
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K is the eldest of 4 brothers and sisters in her family of origin. She is now 47, married 
with 2 children aged 15 and 9 years. She works as a care assistant in a care home. She 
was sexually abused by her natural father during the ages 7 to 14. It involved almost 
daily penetrative sex. Her father was a violent man and used to beat up her mother as 
well. K did not tell of the abuse at the time but was so angry that she threw a javelin at 
her father at the age of 14 and stopped the abuse. Soon after that her mother died. Her 
father remarried and was charged with molesting his step-children. K disclosed her 
own abuse then and gave evidence in court. Father went to jail for 6 years for that. K 
used to be rather promiscuous in her teens and had had some one-night stands. 
Marriage, to her, was an escape firom her promiscuous lifestyle. K still maintains 
regular contacts with her father who has now become an alcoholic. When referred for 
treatment, K was presenting with chronic marital problem, depression, hypochondria 
(queried Munchausen’s Disease) and aggressiveness. She was attention seeking, 
dominant, but considered herself unassertive. She was unable to say “no” to her own 
family members but felt resentfiil and used.
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Appendix Nine: Correlations between Self Construal, SFP & the 3 Inventories
In the present study, 5 independent measures were used with the 10 CSA survivors 
before and after treatment. They included the Repertory Grid, the SFP, and the 3 
routine pre- and post- treatment measures (i.e., the SCL-90-R, RSES, and the Belief 
Inventory). Pearson correlations (r) were carried out between these 5 measures. In 
addition, since Severity of symptoms was found to be highly correlated with most of 
the scores, its effect was partialled out in the second calculation of r;.
Because of the small number of cases and large amount of scores (including subscale 
and derived scores), only those that are theoretically significant are reported.
1. Grid distances with the 3 standardised measures j
Table 9.1 shows the significant correlations between the Grid distances and the other 3' I
standardised measurements, namely, the SCL-90-R, the RSES, and the Belief 
Inventory. The Belief Inventory scores, however, were not significantly correlated with 
any of the Grid distances both before and after treatment. i
Social isolation (ISO) was the only Grid measure that correlated significantly with 
RSES before treatment (r = .69, p < .05). It was also significantly correlated with three 
SCL-90-R subscales in the expected direction before or after treatment ( r from .64 to 
.79, p < .05).
“Idealisation” of the Self Without Abuse (IDOL) correlated significantly with two 
global measures and two subscale scores of the SCL-90-R in the expected direction 
before treatment (ri from -.68 to -.84, p from < 01 to < .05) when the effect of 
Severity of symptoms was partialled out, but the correlations were not significant 
anymore after treatment.
Closeness with partner (CLOSE), which did not correlate significantly with SCL-90-R 
scores before treatment, turned out to be significantly correlated with all 3 of the 
global scores and 4 of the subscale scores (r from .68 to .89, p from < .01 to < 05).
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Before Treatment After Treatment
Before 
partialling out 
Severity (r)
After 
partialling out 
Severity (n)
Before 
partialling out 
Severity (r)
After 
partialling out 
Severity (n)
ISO & RSES .69* .71* NS NS
ISO & PAR .64* .74* NS .71*
ISO & PHOB NS NS .76* .79*
ISO & IS NS NS .68* .77*
IDOL & GSI NS -.68* NS NS
IDOL & PSDI NS -.84** NS NS
IDOL & DEP NS -.73* NS NS
IDOL & IS NS -.70* NS NS
CLOSE & ANX NS NS .88** .88**
CLOSE & DEP NS NS .81** .81**
CLOSE & OC NS NS .76** .76*
CLOSE & PSY NS NS .88** .88**
CLOSE & GSI NS NS .85** .85**
CLOSE & PSDI NS NS .68* .68*
CLOSE & PST NS NS .89** .89**
CLOSE & RSES NS NS .70* .70*
WORST & IS NS NS. -.71* -.72*
WORST & OC NS NS -.69* -.67*
WORST & PAR NS NS -.83** -.83**
WORST & PHOB NS NS -.63* -.68*
WORST & RSES NS NS -.84** -.85**
IDEAL & RSES NS NS .69* .77*
IDEAL & PAR NS NS .69* .74*
Table 9.1 Significant Correlation between Grid Distances and 
the 3 Standardised Measures Before & After Treatment.
Note; * : p < .05
** :p<.01
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Distance from the Self At Its Worst (WORST) was another Grid measure which did 
not correlate with the other two scales before treatment, but had significant 
correlations with 4 SCL-90-R subscales and the RSES (r from .63 to .84, p from <.01 
to < .05) after treatment.
Finally, again for the distance from the Ideal Self (IDEAL), correlations were 
significant with one SCL-90-R subscale and the RSES only after treatment ( r -  .69 for 
both, p <05).
Partial correlation was also done to examine the relationship among IDEAL, WORST, 
and RSES (Tables 9.2, 9.3). Both WORST and IDEAL did not correlate significantly 
with RSES before treatment, but did so after treatment (r = -.84 & .69, p < .01 & <.05 
respectively). However, if the effect of WORST was partialled out, IDEAL did not 
correlate significantly with RSES anymore. WORST, on the other hand, still correlated 
significantly with RSES even if the effect of IDEAL was partialled out (r = -.69, p 
<05).
Before Treatment After Treatment
Before 
partialling 
out WORST
After 
partialling out 
WORST
Before 
partialling out 
WORST
After 
partialling out 
WORST
IDEAL & RSES NS NS .69* NS
Table 9.2 Correlation between IDEAL & RSES 
with the effect of WORST partialled out.
Before Treatment .After Treatment
Before 
partialling 
out IDEAL
After 
partialling 
out DDE.AL
Before 
partialling out 
IDE.AL
After 
partialling 
out IDEAL
WORST & RSES NS NS -.84** -.69*
Table 9.3 Correlation between WORST & RSES 
with the effect of IDEAL partialled out.
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2. SFP scores with the 3 standardised measures
Similar to what happened with the Grid scores, the SFP scores correlated with a lot 
more of the SCL-90-R scores after treatment. Belief Inventory, again, did not correlate 
significantly with the SFP scores.
Self Awareness (SA) correlated to only two global scores of the SCL-90-R before 
treatment (only before Severity of symptom was partialled out) (r = .68 & .80, p <05 
& <.01 respectively); but the correlations became significant between SA and all 3 of 
the global scores, 6 of the subscale scores, and the RSES after treatment (r from .70 to 
.92, p from <.01 to <05 ). Table 9.4 summarises these results.
Before Treatment After Treatment
Before 
partialling 
out Severitv
After 
partialling 
out Severitv
Before 
partialling out 
Severitv
After 
partialling 
out Severitv
SA & GSI -.68* NS -.88** -.89**
SA & PST -.80** NS -.84** -.84**
SA & PSDI NS NS -.87** -.88**
SA&ANX NS NS -.87** -.87**
SA & DEP NS NS -.81** -.81**
SA&OC NS NS -.92** -.93**
SA & PAR NS NS -.84** -.84**
SA & PHOB NS NS -.74* -.75*
SA & PSY NS NS -.74* -.74*
SA & RSES NS NS -.70* -.70*
Table 9.4 Significant Correlations between Self Awareness and 
the 3 Standardised Measures Before & After Treatment.
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With regard to Action Monitoring (AM), it was significantly correlated with 1 SCL- 
90-R global score, 2 subscales and the RSES before treatment (r from 65 to 75, p 
<.05). However, after treatment, AM correlated significantly with 2 global SCL-90-R 
scores, 4 subscale scores and also with the RSES (r from 63 to 73, p <05). (Refer to 
Table 9.5)
Before Treatment After Treatment
Before 
partialling 
out Severity
After 
partialling 
out Severitv
Before 
partialling out 
Severitv
After 
partialling 
out Severitv
AM & PST -.65* NS -.68* -.69*
AM & PSY -.75* NS -.72* -.74*
AM &IS NS .70* NS NS
AM & RSES NS .75* -.63* -.66 (NS)
AM & ANX NS NS -.70* -.76* .
AM & DEP NS NS -.73* -.75*
AM &OC NS NS -.63* -.69*
AM & GSI NS NS -.68* -.72*
Table 9.5 Significant Correlations between Action Monitoring 
and the 3 Standardised Measures Before & After Treatment.
The third subscale in SFP, Affect Regulation (AF), only correlated significantly with 2 
SCL-90-R subscales before treatment (r from -.69 to -.77, p <05), but was signficantly 
correlated with 7 of the subscales, all 3 of the global scores, and also the RSES after 
treatment (r from -.67 to -.94, p fi'om <.01 to <.05). The results are summarised in 
Table 9.6.
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Before Treatment After Treatment
Before 
partialling 
out Severity
After 
partialling 
out Severity
Before 
partialling out 
Severity
After 
partialling 
out Severity
A F& IS -.69* NS NS NS
AF & PHOB -.77** -.67* -.77* -.81**
AF&ANX - NS NS -.81** -.80**
AF&DEP NS NS -.94** -.96**
AF&OC NS NS -.81** -.83**
AF& PAR NS NS -.67* -.66 (NS)
AF & PSY NS NS -.83** -.84**
AF& GSI NS NS -.88** -.89**
AF & PSDI NS NS -.79** -.78*
AF&PST NS NS -.87** -.89**
AF & RSES NS NS -.82** -.83**
Table 9.6. Significant Correlations between Affect Regulation 
and the 3 Standardised Measures Before & After Treatment.
Among the 4 SFP subscales. Relationship Regulation (RR) was the only one that did 
not correlate significantly with any of the standardised measures.
Table 9.7 shows the significant correlations between the SFP Total and the other 
standardised instruments. Before treatment, the SFP Total was significantly correlated 
with two of the global scores of SCL-90-R, namely, GSI (r = -.68, p <.05) and PST (r 
= -.80, p <.05). However, if the effect of Severity of symptom was partialled out, the 
correlations were no longer statistically significant. After treatment, SFP Total was 
significantly correlated with all 3 of the global scores, 6 of the subscale scores, and also 
the RSES (r from -.71 to 0.91, p from <.01 to <05).
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Before Treatment After Treatment
Before 
partialling 
out Severity
After 
partialling 
out Severity
Before 
partialling out 
Severity
After 
partialling 
out Severity
TOTAL & GSI -.68* NS -.91** -.91**
TOTAL & PST -.80** NS -.87** -.87**
TOTAL & PSDI NS NS -.86** - 89**
TOTAL & ANX NS NS -.91** -.92**
TOTAL & DEP NS NS -.86** -.86**
TOTAL & OC NS NS -.89** -.90**
TOTAL & PAR NS NS -.78* -.79**
TOTAL &■ PHOB NS NS -.73* -.73*
TOTAL & PSY NS NS -.81** -.81**
TOTAL & RSES NS NS -.71* -.71*
Table 9.7 Significant Correlations between SFP Total 
and the 3 Standardised Measures Before & After Treatment.
With regard to the changes in the pre- and post-treatment measurement, it was worth 
noting that the changes of the 3 SCL-90-R global measures correlated significantly 
with that of the Self Awareness, Affect Regulation, Relationship Regulation and the 
Total score of the SFP (r from -.66 to -.87, p from <.01 to <.05). The strength of the 
correlation was similar whether or not Severity of symptoms was partialled out. In 
other words, changes in Action Monitoring was the only SFP score which did not 
correlate significantly with changes of the SCL-90-R global measures. (Refer to Table 
9.8)
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SCL-90-R & SFP scores Pearson r
Change in GSI
& Change in Self Awareness -.80
& Change in Affect Regulation -.87
& Change in Relationship Regulation -.68
& Change in Total -84
Change in PSDI
& Change in Self Awareness -.70
& Change in Affect Regulation -.81
_ & Change in Relationship Regulation -.66
& Change in Total -.71
Change in PST
& Change in Self Awareness -.82
& Change in Affect Regulation -.83
& Change in Relationship Regulation -.74
& Change in Total -.84
Table 9.8 Significant Correlations between Changes 
in SCL-90-R Global Scores & SF? Scores.
3. Between the two Self Measures
Pearson correlation was carried out to see how the two Self measures (the Grid and 
the SFP) correlate. Before treatment, the two measures, including their derived/ 
subscale scores, did not correlate significantly at all. After treatment, however, 
closeness to the partner (CLOSE) was correlated significantly with Self Awareness, 
Action Monitoring, Affect Regulation and Total of the SFP (r from -.76 to -.84, p 
from <.01 to <.05). Distance from the Self At Its Worst (WORST) was significantly 
correlated with Affect Regulation (r = .65, p < 05). When Severity of symptoms was 
partialled out, distance from Women In General (Normal) correlated significantly with 
Relationship Regulation (r, = -.71, p < 05), while that from the Ideal Self (IDEAL) had 
a significant correlation with Self Awareness (r% = -.67, p < 05) (Table 9.9).
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Before Treatment After Treatment
Before 
partialling 
out Severity
After 
partialling 
out Severity
Before 
partialling out 
Severitv
After 
partialling 
out Severity
SA & CLOSE NS NS -.82** -.82**
AM & CLOSE NS NS -.76* -.79*
AR& CLOSE NS NS -.71* -.71*
TOTAL & CLOSE NS NS ..84** -  84**
AR& WORST NS NS .65* NS
RR& NORMAL NS NS NS -.71*
SA & IDEAL NS NS NS -.67*
Table 9.9 Significant Correlations between the Grid Distances and the SFP Scores.
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Appendix 10
Treatment outline of the CSA group
Session One: Introduction (e.g., ground rules, boundaries» commitment, schedule) 
Understanding CSA I - Myths and Facts
Homework - to think which of the myths they used to/ still believe in.
Session Two: Understanding CSA II - Myths and Facts follow-up discussion.
Session Three: Understanding CSA in  - Short & long term effects of CSA 
Homework - what effects CSA has on them
Session Four: Understanding Self I - follow-up on homework, i.e., effects of CSA on
them.
- the 4 traumagenic factors 
Homework - which of the traumagenic factors apply to them
Session Five: Understanding Self H - follow-up on homework . ,
- who’s responsibilities (to prevent/ stop CSA)?
::| ■
Session Six to Nine: Self Blame - for the abuse, for not being able to stop the abuse,
for not telling, for not recovering.
Homework - to challenge irrational/ habitual self-blame, and to
rehearse self-reassuring statement (discussed during 
sessions).
Session Ten: Recapitulation of previous sessions. 1
Session Eleven: Self Esteem I - why low self esteem, use Rep Grid results in
discussion
Homework - to identify irrational expectations and unfair judgement
Session Twelve: Self Esteem II - Dependable strengths
Homework - to identify dependable strengths
Session Thirteen: Self Esteem III - Problem solving approach to increase self esteem 
Homework - test out plan (discussed in session)
Session Fourteen: Anxiety Management - causes & function of anxiety symptoms, 
recognising anxiety symptoms and antecedents, relaxation 
techniques, muscular relaxation demonstration.
Homework - to practice muscular relaxation
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Session Fifteen: Mood management - same principles as anxiety management. Discuss
symptoms, building up, and antecedents.
Homework - practice muscular relaxation, challenge irrational 
thoughts and beliefs
Session Sixteen: Recapitulation of previous sessions.
Homework - rehearse self reassuring statements
Session Seventeen: Getting in touch with feelings - not to be afraid/ ashamed of. 
Homework - rehearse self reassuring statements
Session Eighteen: Relationship, trust & independence.
Homework - rehearse self reassuring statements
Session Nineteen: Video and discussion.
Homework - rehearse self reassuring statements
Session Twenty: Closing discussion.
(There will be follow ups in one month and six months’ time.)
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Appendix Eleven: Subject Consent Form
SELF CONCEPT OF SURVIVORS OF ABUSE
I am a clinical psychologist working in this Healthcare Trust. My name is French. I am 
doing a study on how survivors of childhood abuse think of themselves, and how it 
may change after psychological therapy. Hopefully, the findings can help us plan more 
appropriate and effective service for survivors of abuse.
I am hoping to include the forms and inventories that you are going to fill out for 
therapy in my study. All personal information will be kept strictly confidential. The 
findings will be written up in a report but no identifiable personal details will appear in 
it.
If you are willing to help in this study, please fill in the consent form and return it to 
your psychologist.
Thank you very much for your help.
Frendi Li
I, ..............................  , have been informed of and understand
the nature of the study. I hereby give permission to the use of my clinical information 
in aid of this study. I understand that any information I am going to give will be kept 
strictly confidential.
Signature:
Date:
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STUDY TWO
PSYCHOSOCIAL FACTORS IN THE ADAPTATION 
PROCESS OF CHINESE IMMIGRANTS 
IN HONG KONG
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ABSTRACT
A multiple-case study approach is used to examine the migration and adaptation 
process of eight Chinese immigrants in Hong Kong. Four of them are recipients of 
either psychological or social services, and the other four are non service-recipients. 
Both in depth interviews and standardized measurements are used in exploring (1) the 
various stressors-the immigrants have experienced in the migration and adaptation 
process in Hong Kong; (2) their emotional and behavioral reactions; (3) the coping 
strategies used; (4) perceived social support; and (5) adaptational outcome. It is found 
that the service-recipients are less well adapted than the non service-recipients. 
Although both groups of informant have experienced similar stages of adaptation as 
well as stressors and emotional reactions during the process, the behavioral reactions 
to the stressors and coping strategies used are markedly different. Remedies for and 
prevention of poor adaptation are discussed. The study also shows the advantages of 
(1) the multiple-case study approach in describing process phenomenon, and (2) 
triangulation of research methods and findings.
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CHAPTER ONE 
INTRODUCTION
1.1 OVERVIEW
MIGRATION AND MENTAL HEALTH
The relationship between migration and mental health has long been recognized by 
psychologists as well as sociologists and anthropologists. The first scientific study in this 
area was the work of Odegaard (1932) which found a higher rate of schizophrenia among 
Norwegians who had emigrated to the United States than among those who stayed in 
Norway. Subsequent studies, however, did not always • replicate this finding of higher 
incidence of mental illness among immigrants (e.g. Kleiner & Parker, 1970; Murphy, 1977). 
A main reason for the contradictory findings may be that
"migration, in and of itseli  ^ does not precipitate the 
development of mental illness. Migration, howe /^er, does 
involve changes in environment which imply adjustments on 
the part of the migrant. These adjustments may be reflected 
in improved or worsened mental health." (Kantor, 1969)
It would thus be more appropriate to look into the whole process of migration and 
adaptation, and investigate those components that bear possible relations with the mental 
health of migrants as well as those mediators that would alter such relations.
THE ADAPTATION PROCESS
Adaptation is a process in which changes in a pei son's attitude and behaviour occur 
in response to changes in environment (Taft, 1985). Brody (1970) further suggests that in a 
psychological sense, adaptation refers to the process of establishing and maintaining a 
relatively stable reciprocal relationship with the environment.
Adapting to an unfamiliar culture is a special case of responding to a new 
environment (Taft, 1986). A shift in residence involves not only new places, but new faces
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and new norms. As a result of migration, the migrant loses the support of social and 
geographic familiarity, of long-term relationships and values which are acquired in the home 
culture. At the same time, he or she may be freed of some of the threats of disasters and 
hunger in the homeland, and is excited by new stimuli and opportunities. More often, 
though, immigrants are fearful of the new threats and the unknown The term "acculturative 
stress" has been introduced to conceptualized some of the difficulties experienced in 
adapting to a new culture.
ACCULTURATIVE STRESS
As new comers, immigrants must cognitively, attitudinally, and behaviorally adapt 
to the new cultural system (Kim, 1978). Acculturation is defined as "change of cultural 
patterns to those of the host society" (Gordon, 1978, p. 169), or "change in the behaviour of 
members of one cultural group toward the standard of the other cultural group" (Padilla, 
1980, p.47). Nevertheless,
"acculturation is not necessarily a linear process in which 
new cultural elements are substituted for old. Ratlier it 
often involves adding new behaviours that are context or 
situation specific and thus permit individuals to shift back 
and forth between cultural idioms depending on the 
requirements of the immediate situation." (Dyal & Dyal,
1981,p.310)
Acculturative stress is thus that arises during the acculturation process. House 
(1974) stated that "stress occurs when an individual confronts a situation where his usual 
modes of behaviour are insufficient and the consequences of not adapting are serious." As 
suggested by Krause, Bennett & Tran (1989),
"acculturation is a process that may unfold over a relatively 
extended period of time. Moreover, some individuals may 
never fully adopt the ways of the host culture. When 
viewed in this manner, acculturation may therefore be 
thought of as a specific type of chronic strain. If this is true.
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then we can ...... predict that acculturation will affect
psychological well-being by generating new secondary 
stressful life events." (p.322)
As a result, both the demands during the acculturation process and the 
consequences or by-products of such a process may become stressors for the immigrants 
and affect their mental health. Unfortunately, the operational distinction between 
acculturative stress and stress in general is often taken for granted in acculturation studies 
(e.g.. Berry, Kim, Mînde, & Mok, 1987; Dyal & DyaL, 1981, etc.). Very little is known 
about the specific sources, nature and effects of acculturative stress. Krause et al. (1989) 
suggested that such an unclear picture of findings was mainly due to the emphasis of most 
studies on examining only the direct effects of acculturation, without attempting to identify 
empirically how this effect takes place. "Although these studies represent an important first 
step in documenting the importance of acculturation, they fail to provide a sense of the 
dynamics involved in this process." (p.321) The present writer agree with Krause's idea that 
a different approach, i.e. one that looks into the acculturation PROCESS, is needed in the 
exploration of the nature and quality of acculturative stress as well as its relation with 
mental health.
SjOre ss , m o d if ie r s  a n d  m e n t a l  h e a l t h
Dyal and Dyal (1981) suggested that all the three dominant models of stress, i.e. the 
stressfiil life events model of Dohrenwend (1974), the chronic role strains approach of 
Peariin and Schooler (1978), and the cognitive appraisal and coping approach of Lazarus 
(1981), are relevant to the understanding of the relationship between acculturative stress 
and mental health. The present writer also agree that the global concept of acculturative 
stress may actually encompass different types of stress that require different coping 
methods and different stress buffers or mediators for the maintenance of good mental 
health. Personal variables such as locus of control and self esteem, coping efforts, whether 
palliative or instrumental, as well as social resources such as social support, may serve to 
modify the stress-mental health relationship during the entire migration and adaptation 
process.
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Among the numerous perspectives and variables that can be found in the migrant 
adaptation literature, the present study seeks to focus on three aspebts, namely, (1) the 
major sources of stress during different stages of the migration and adaptation process, (2) 
the coping_strategies and resources used by the migrants, and (3) the migrants' mental and 
physical health as indicators of the outcome of adaptation. It is hoped that by comparing the 
experiences of different informants, the study can shed light upon different patterns of 
difficulties encountered and the coping methods used by Chinese immigrants during their 
migration and adaptation process in Hong Kong. The study was designed to generate 
observations and hypotheses for further investigation, so as to enhance the well-being of 
these immigrants and facilitate their integration into society.
1.2 LITERATURE REVIEW
CHINESE IMMIGRANTS IN  HONG KONG
Over the past 20 years, Chinese immigrants have consistently constituted about 
40% of the Hong Kong population (Bi-Census Report, 1986). Despite this sizable 
proportion, stigmatization, stereotyping and prejudice against the Chinese immigrants are 
still prevalent. Labels such as "Ah Tsan", "Uncles" and "Chinese gangs" are commonly 
used in the community and often appear in mass media. According to a survey report by the 
Home Affairs Department in 1981, most local people thought that the Chinese immigrants 
were attracted to Hong Kong either because of the relatively high living standard here 
(72.5%) or of a desire to make quick money in Hong Kong (70.3%). Most of the local 
people (65.9%) viewed Chinese immigrants as a burden to Hong Kong. Another survey 
done by the Chinese University of Hong Kong in 1982 showed that many local people held 
the Chinese immigrants responsible for the housing, economic and law and order problems 
in Hong Kong. Under such a social atmosphere, assimilation of the Chinese immigrants into 
Hong Kong society can be expected to be a stressful process. In fact, in another study by 
the Hong Kong Council of Social Service and the Lingnan College in 1984, most Chinese 
immigrants found it diflScult to adjust to the life in Hong Kong when they first arrived, and 
thought that there was pervasive discrimination against Chinese immigrants in Hong Kong
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society. The same study also found that the immigrants had more psychosomatic 
complaints after they had come to Hong Kong than before.
Despite the finding that Chinese immigrants in Hong Kong, when compared with 
the locally bom, have a higher rate of fimctional psychosis (Cheung, 1986), most of the 
studies of Chinese immigrants tend to focus on their impact on the host society, neglecting 
the process of adjustment and the immigrants' physical and psycholoÿcal well-being during 
such a process. Moreover, since over 98% of the Hong Kong residents are Chinese, it is 
controversial as to whether there is a significant "cultural difference" existing between 
Mainland China and Hong Kong that creates "acculturative" stress for the new Chinese 
immigrants. So fer there is hardly any local research study, in this area. To supplement the 
knowledge about the Chinese immigrants in Hong Kong, the present study focused on 1) 
the various sources and nature of stress, especially acculturative stress, experienced by the 
migrants during the migration and adaptation process, 2) the coping methods used, and 3) 
the adaptational outcomes of the immigrants.
MIGRATION & MENTAL HEALTH
That people in a state of physical and cultural transition are more at risk for 
psychological distress is a common belief supported by ethnographic studies, historical 
epidemiology as well as clinical research. Fabrega (1969) pointed out that the process of 
migration and acculturation may lead to dismptions in a person's customary Hfe patterns, 
with resultant psychological distress and/ or symptoms. Favazza (1980) found that social 
and economic deprivations associated with culture change can directly undermine the 
security and stability of the family as a fimctioning system, and thereby produce 
interpersonal conflicts and alter socialization patterns. Migration, together with its possible 
relationship with physical and mental health, is therefore an area in transcultural psychiatry 
and psychology that has received widespread discussion and debates. Much of the classical 
as well as current literature on migration supports the association between migration and 
mental illness\ but there are also contrary findings^
’E.g., Odegaard, 1932; Lazarus, et al., 1963; Lee. 1963; Malzberg, 1964; Lipsedge & Littlewood, 
1979; Kinzie, et al., 1980; Mak & Chen, 1982; Law. 1983; Leung, 1988; etc.
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Early in 1932, Odegaard called attention to the higher incidence of psychosis 
among Norwegians in the United States than in the population of Norway. However, he 
believed that such a finding was due to the feet that schizoid persons tended to migrate 
more than the general population as a retreat firom their country of origin, and that the 
hardships of immigrant life were not the crucial fector in the development of mental illness. 
Pfister (1958) also identified among migrants what she called "uprooted personalities, 
idealists, and adventurers" who were unable to identify themselves with the ideological, 
religious or political atmosphere in the community in which they were living. These early 
studies formed the premises of the self selection hypothesis.
Nevertheless, more recent studies tended to endorse the STRESS HYPOTHESIS 
and look into the changes and difficulties the immigrants fece during the acculturation and 
adaptation process. Many researchers (e.g. Fischman, 1986; Cheung et al., 1982, and Nann, 
1982; etc.) have tried to review or identify various important psychosocial factors in the 
migration-mental health relationship. First, migrants often experience strong feelings of 
loneliness and alienation (Handlin, 1951) as well as desocialization (Jaco, 1970). They 
may develop low self-esteem and become unable to cultivate or sustain social relationships 
(Weinberg, 1966). An immigrant may also suffer fi*om "a sense of insecurity both in the 
homeland where it induces him to leave, and in the country of resettlement where it
diminishes or impedes his integration and so endangers his mental and physical health In
case he cannot adjust himself to the new community and is not able or willing to return to 
the old one, he finds himself not belonging to any community" (Weinberg, 1973, p. 113).
Moreover, migrants may also experience culture shock (Lin, Masuda & Tazuma, 
1982; Fumham & Bochner, 1986). Handlin (1951) believed that the shock comes from the 
severe feelings of personal inefficacy, normlessness, role instability and role displacement. 
Eisenstadt (1954) , on the other hand, suggested that immigrants are disturbed by the 
experience of living in an unstructured, incompletely defined field. Oberg (1960) pointed 
out that since value conflicts cause an immigrant to misinterpret cues of social interaction,
“E.g., Astnip & Odegaard, 1960; Malzberg, 1965; Bagley, 1971, 1975; Murphy, 1977; etc.
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daily life cannot be taken for granted, and it becomes instead a host of insunnountable 
problems. Nann (1982) also noticed that the emphasis on individualism, the liberal attitudes 
towards parenting, courtship and marriage, and the network of social services replacing the 
extended family support system in many developed urban societies are alien and threatening 
to many immigrants from the developing countries or from rural areas. Language 
difficulties is yet another common problem faced by immigrants that may cause chain 
effects on other aspects of life and thus impede adaptation (Brody, 1973; Deyo, et al, 
1985).
In addition, individuals who migrate may have to change many of the conditions of 
their life which affect physical and mental health. Erikson (1960) commented that migration 
is the transplantation of old roots and a search to find new roots in change itself (cited in 
Nann, 1982, p.l). Family structure, kinship ties, social network, personal routine acti t^ities 
and habits, etc. are all subject to changes during the migration process (Dyal & Dyal, 1981; 
Fumham & Bochner, 1986). Although the mechanism by which life changes influence 
health is not clear, most studies have demonstrated a significant relationship between the 
two (Dohrenwend & Dohrenwend, 1974). Change of economic and social status is another 
common experience of the immigrants. Status discrepancy has been postulated to be 
related to the mental health of immigrants (Nann, 1982). Similarly, discrepancy between an 
immigrant's aspiration and his actual achievement is also a source of stress (Parker, Kleiner 
& Needleman, 1969).
Kuo (1976) tested four hypotheses regarding the relation between migration and 
mental health, namely (1) social isolation, (2) culture shock, (3) goal-striving stress, and (4) 
cultural change, in Chinese Americans. He found that compared with American-bom 
Chinese, foreign-bom Chinese were less mobile, occupied lower socio-economic status and 
were relatively less well adjusted. Although Kuo found that mental health in general varies 
with social status, he also emphasized that "the stresses of adjusting and adapting alone 
exert substantial negative effects on mental health" (Fumham & Bochner, 1986). Kuo also 
noticed that the anonymity, social isolation and tensions among the immigrant family 
members in adjusting to a new place increase the propensity towards mental distress.
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Some researchers summarized those culture-related difficulties and changes by the 
term acculturative stress which later becomes an extensively studied topic (Beny & Annis, 
1974; Dyal & Dyal, 1981). Other associated issues appearing in the migration-mental 
health literature are "psychological buffers" such as social support (e.g., Edleson, et al., 
1985; Cook, et al., 1983, Murphy, 1973), locus of control (e.g., Solomon, et al., 1988), 
preparedness for change (Weingerg, 1973) and coping (e.g., Dyal & Dyal, 1981).
Departing from the emphasis of one specific dimension of difficulty feced by the 
immigrants, Morrison (1973) adopted a temporal framework and delineated three groups 
of psychosocial variables related to migration and mental health.
Table 1
Psychosocial factors related to migration 
and mental health. (Morrison, 1973)
A. Pre-migration variables :
1. personality of migrant
2. life experiences
3. cultural background
4. reason for leaving homeland
5. reason for moving to new location
B. During migration: > j
the stress of the move
C. Post migration variables:
1. attitudes ofthe host society towards immigrants
2. fulfillment of expectation sand aspirations
3. homogeneity of immediate environment
4. personality of migrant
In sum, the array of variables studied in migration-mental health research can be 
conceptualized in terms of (1) personal characteristics and resources that may affect the 
adjustment throughout the migration process, (2) social-environmental variables such as 
race discrimination and financial hardship, and (3) person-environment interaction which 
involves subjective interpretation of and reaction to the environmental conditions, such as 
acculturative stress and perceived social support. The last conception was followed by the 
present writer.
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ACCULTURATIVE STRESS
Acculturation, as defined earlier, is the process of adapting to and adopting a new 
culture. It creates demands on immigrants that may be new to or conflicting with their 
native cultural system (Padilla, Wagatsuma & Lindholm, 1985). The view that 
cross-cultural interaction may be stressful can be traced back to early work such as The 
Marginal Man by Park (1928) which described the problems encountered by persons 
caught between two cultural systems, not belonging to or fully accepted by either group. 
Current researchers in this field such as Beny et al. (1987) defined acculturative stress as 
the kind of stress "in which the stressors are identified as having their source in the process 
of acculturation, and there is often a particular set of stress behaviors which occurs during 
acculturation, such as lowered mental health status, feelings of marginaiity and alienation, 
heightened psychosomatic symptom level, and identity confusion" (p.492). i
Berry and Annis (1974), suggested that the greater the cultural and behavioral 
disparities berween the immigrant's native cultural system and that of the new cultural 
environment, the greater the acculturative stress. They tended to focus on the value and 
role confiicts experienced by immigrants, as well as the personality dimensions that were 
thought to be related to the level of acculturative stress. More recently, Dyal and Dyal 
(1981) presented a comprehensive checklist of issues that bears a relation with the 
acculturation process. The checklist consists of four parts pertaining to the characteristics 
of the home culture, the conditions of migration, the characteristics of the host culture, and 
the dimensions along which change is likely to occur as a result of migration (see Table 
two).
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Table 2 (Part 1)
Characteristics of the home culture 
of potential relevance to the acculturation process
A. Cultural characteristics
1. Degree of eco-socio-political 
stratification
2. Pluralistic vs. homogeneous
3. Languages
4. Ideologies (e.g., political or 
religious)
a. centrality
b. transportability
c. modifiability
d. diversity
5. Pressures to migrate
B. Ethnic characteristics
1. Type and level of economic activity
2. Loose or tight social units
3. Languages
4. Norms and values
5. Religious salience
6. Intergroup relations
7. Socialization characteristics
a. conformity vs,, autonomy 
oriented
C. Interpersonal characteristics
1. Networks
a. family
b. friends
(1) ethnic composition
(2) structural/functional 
characteristics
c. occupational
2. Social status
3. Social roles
4. Socialization experiences
D. Intrapersonal characteristics
1. Ethnic identification
2. Social distance attitudes
3. Self esteem
4. Achievement motivation
5. Assimilation motivation
6. Social orientation
(compétition-coopération)
7. Relative deprivation
8. Feelings of control
9. Cognitive styles
10.Coping styles
11.Stress tolerance
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Table 2 (Part 2)
Conditions of migration of potential 
relevance to the acculturation process.
1. Migration pressures
a. forced vs. voluntary
2 . Social network characteristics
a . alone
(1) sponsored
(2) unsponsored
b. with group
(1) family
(2) friends
3. Demographic status characteristics
a. age
b . sex
c. marital status
d. education
e. cohort
f. social class
4. Commitment to host culture
a. sojourners vs. immigrants
5. Dominant motivations and expectations
a. economic
b. political
c. personal/ familial
6. Extent and accuracy of knowledge of host 
culture
Table 2 (Part 3) 
Characteristics of the host country 
which may influence acculturation.
1. The match or fit between the home culture and 
the host culture with regard to each of the 
characteristics noted in Table 2 (Part 1).
2. The host environment's attitudes toward 
immigrants.
3. Degree to which the host environment affords 
opportunity for social, economic and 
occupational mobility.
4. The characteristics of the support networks 
which are available.
5. The degree to which official government policy 
encourages assimilation vs. pluralism.
6. The degree to which informal social structures 
positively value ethnic pluralism vs. a 
national ideal.
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Table 2 (Part 4)
Dimensions along which change is likely 
to occur as a result of the acculturation process
1. Changes in cognitive differentiation of 
physical and social environment.
2. Affective change accompanying the cognitive 
differentiation.
3. Changes in cognitive styles.
4. Development of specific skills.
5. Changes in values in some domains.
6. Changes in self esteem.
7. Changes in feelings of control and competence.
8. Changes in motivational structure.
9. Changes in social orientation.
10.Changes in roles, status.
11.Changes in friendship networks.
3.2 . Changes in ethnic identification.
13.Changes in coping techniques.
14.Changes in the relationships among these 
dimensions (e.g., changes in the way in which 
self esteem is related to competition or 
ethnic identification).
15.Feelings of strain and stress associated with 
each of the above.
DAILY HASSLES & CHRONIC ROLE STRAINS
Integrating tiie concept of acculturative stress into the stress paradigms in general 
the acculturative stressors also can be classified into 1) those that represent chronic strains 
or microstressors in daily life (Peariin & Schooler, 1978; Lazarus and Folkman, 1984) and 
2) those tliat are stressful life changes (Dohrenwend & Dohrenwend, 1974). Value 
conflicts, different role expectations, pressure fi*om the host society to conform, language 
barriers, different customs and preferred habits, perceived discrimination, etc. all belong to 
the first category. Early in 1957, DeVos noted that the Asian mores of femily solidarity and 
group orientation can be a source of stress when immigrants are made to readjust in a more 
individualistic culture.
Naditch and Morissey (1976) suggested that immigrants experience role stress as a 
result of role conflicts and ambiguity regarding role evaluation. They found that Cuban 
immigrants experience stress owing to ambiguity regarding other people's evaluations of
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dating practices. Similarly, Dyal and Dyal (1981) suggested that when feedback is obscured 
because of either a verbal or nonverbal communication barrier, stress is likely to occur. For 
migrants, unfamiliar norms of behavior and ambiguous cues in a new social environment 
may present a stressful situation. This aspect of acculturative stress is often captioned under 
the topic of culture shock.
When Oberg first introduced the term Culture Shock in 1960, the idea that entering 
a new culture is potentially a confusing and disorientating experience is strongly implicated. 
Culture shock is precipitated by the anxiety that results 
firom losing all our familiar signs and symbols of social 
intercourse. These signs or cues include the thousand and 
one ways in which we orient ourselves to the situations of 
daily life: when to accept and when to refuse invitations, 
when to take statements seriously and when not. Now these 
cues which may be words, gestures, facial expressions, 
customs, or norms are acquired by all of us in the course of 
growing up and are as much a part of our culture as the 
language we speak or the beliefs we accept. All of us 
depend for our peace of mind and our efficiency on 
hundreds of these cues, most of which we are not 
conscious aware. (Oberg, 1960, p. 176)
Other researchers have attempted to improve and extend Oberg's definition and 
concept of culture shock. Bock (1970) described culture shock as an emotional reaction 
that follows fi’om not being able to understand, control and predict others' behavior. Lack 
of familiarity with both the physical setting (design of home and work place) as well as the 
social environment (etiquette, rituals) have this effect. Culture shock is thus often 
conceptualized as a stress reaction where salient psychological and physical rewards are 
generally uncertain and hence difficult to predict and control. As a result, a person is 
anxious, confused and apparently apathetic until he or she has developed a new set of 
cognitive constructs to understand and enact the appropriate behavior in the new culture.
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Language barriers and differences in lifestyles, though rarely independently studied, 
are also important sources of acculturative stress. Nann (1982) commented that acquiring 
proficiency in the language used in the host culture is one of the first requirements of 
newcomers as they adapt to a new environment. Otherwise, they may remain socially and 
economically disadvantaged since language cannot be separated firom cultural values, 
norms and lifestyles. Learning a new language, therefore, means learning to be a part of a 
new social system and relinquishing some elements of the old. What is viewed as 
inappropriate or a problem by the host society may often be due to a lack of cultural 
understanding. Therefore, research instruments designed to assess acculturation must 
include sections examining language preference and proficiency, as well as customs and 
lifestyles such as food and hobby preferences (e.g. the acculturation scales derived by 
Padilla et al., 1985, or by Richman, et al., 1987).
STRESSFUL U FE CHANGES
The assertion that stressful life events and the corresponding changes are powerful 
predictors of mental health (Dohrenwend & Dohrenwend, 1974) has received much public 
attention in the past two decades. An article by Guthrie (1981) has the title "What you need 
is continuity" and the theme is that going to live in an alien culture almost always involves 
changes of sufficient magnitude to produce psychological and physical stress.
Spradley and Philips (1972) recognized the migrants' need for some drastic and 
specific readjustment in the acculturation process. The Culture Readjustment Rating 
Questionnaire was developed, based on the Social Readjustment Rating Scale (Holmes & 
Rahe, 1967), to assess the extent of readjustment needed in the context of migration and 
other inter-culture encounters. More recently. Berry et al. (1987) suggested that during the 
acailturation process, five types of important changes may occur. They include physical 
changes, biological changes, cultural changes, changes in social relationship, and last but 
not least, psychological changes. Table 3 summarizes the changes associated with migration 
and acculturation. All these changes may be by themselves significantly stressful for the 
immigrants, and they may also lead to hassles and role strains in daily life.
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Table 3
Important changes that may occur 
in the acculturation process.
1. Physical changes :
-a new place to live
-a new type of housing
-increased population density, etc.
2. Biological changes :
-new nutritional status 
-new diseases
-interbreeding yielding mixed populations, 
etc.
3. Cultural changes:
-altered or new political, economic, 
technical, linguistic, religious 
and social Institutions
4. New sets of social relationship:
-different in-group-outgroup definition 
-different dominance patterns, etc.
5. Psychological changes:
-behavioral changes
-altered mental health status, etc.
Fumham and Bochner (1986) reported that 18 out of the 43 items in the Social 
Readjustment Rating Scale (Holmes and Rahe, 1967) are often involved in the migration 
and acculturation process, with a total score exceeding 300. According to Rahe et ai. 
(1977), 70% of tiiose indi\iduals who score 300 or more reported illness in the next year. 
Therefore, Fumham and Bochner suggested that since migration and acculturation involve 
such a great number of potentially stressful clianges, the development of psychological or 
physical illnesses may be attributable directly to them (p. 180).
Chan et al. (1982) asked Horig Kong subjects to rate 69 events on a scale of 
"upsettingness" and obtained six vaiimax rotated factors. They are (1) loss and failure, (2) 
gain and achievement, (3) environmental apd role change, (4) personal catastrophe, (5) 
minor interpersonal problems and (6) legal and court-related problem. Again, out of the six
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factors, factors 1, 2, 3 and 5 are very often involved in the migration and acculturation 
process.
SECONDARY STRESSORS
Besides the stressful life changes, the chronic role strains and daily hassles, and 
stressors which may belong to both categories, there are also some secondary stressors 
which are mostly, socioeconomic difficulties caused or aggravated by the acculturative 
stress and/or by the migrants' poor coping of such stress. For instance, an immigrant 
lacking languie  proficiency in a new culture may trigger off a chain of other difficulties in 
employment, finance, housing, help-seeking as well as in social interaction, etc., which also 
become stressors to the migrant. (The intimate relationship between language and culture 
has already been reviewed in the earlier section.)
U M TATIO NO F THESTRESS-ILLNESSPARADIGM
It appears tliat a oneway, straight forward conceptualization of the stress-illness 
relationship is not a very realistic one in predicting complex human behaviors. Typically, the 
correlation coefficients between stressfiil events and illness reported in the past studies are 
disappointingly low (0.3 or below), suggesting that stressful events may at best account for 
9% of the variance in illness (Rabkin & Streuning, 1976; Tausig, 1982). Such a weak 
relationship may be due to many factors. First of all, some of the hassles identified as 
stressors in daily life may be confounded with physiological and psychological adaptational 
outcomes. For instance, value conflict as an acculturative stressor can be viewed as a 
predictor of mental health as well as an outcome of poor psychological adaptation to the 
new culture. It is difficult to say which is the cause and which is the effect (Hudgens et al., 
1970). Similarly, among the identified life events, there are also some that are actually 
personal reactions to events, and may take place gradually instead of in the form of a drastic 
change (Cleary, 1981; Tausig, 1982). Therefore a strict dichotomy of the stressors into the 
two classes may post significant problems in the stress-illness research studies. "Geographic 
movement and its consequent life changes may be positive and beneficial. The question 
remains as to for whom (and under what conditions ) this is true" (Fumham & Bochner, 
1986).
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The weak relationship found between stress and illness may be due to the fact that 
there are numerous other variables INTERVENING between the stress-illness pathway. 
These MEDIATING VARIABLES include personal characteristics such as seme o f 
mastery (Husaini & Neff, 1981; Folkman, Lazarus, Gruen & Delongis, 1986), locus o f 
control (Kobasa, Maddi & Courington, 1981), se lf esteem (Delongis, 1985; Folkman & 
Lazarus, 1988), cg^praisal (fiansam , Krantz, & Cochran, 1981), coping strategies 
(Kimball, 1982; Lazarus & Folkman, 1984), as well as social support (Sandler & Lakey, 
1982; Lieberman, 1982).
It is not surprising therefore that findings in acculturation and acculturative stress 
research are sometimes contradictory. Some researchers find higher rates of psychological 
impairment among the less acculturated (e.g. Vega, Warheit, Buhl-Auth, Meinhardt, 1984) 
whereas others believe that the more acculturated are at greater risk of developing 
psychological distress (e.g., Lopez, 1970). Still some others believe in a curvilinear relation 
between acculturation and well-being, suggesting that immigrants who are midway in the 
process of assimilation are most likely to encounter psychological difficulties (e.g., Fabrega 
& Wallace, 1968). Berry & Annis (1974) suggested that "at the community level, 
acculturative stress will be greater in communities where there is a greater cultural and 
behavioral disparity between the two groups, and where there is stronger pressure placed 
upon the traditional community (immigrants) to become acculturated....At the individual 
level, acculturative stress will be greater for persons who are less psychologically 
differentiated." (p.338) Berry et al. (1987) foimd that education appears to be a consistent 
predictor of low acculturative stress. They also found that immigrants favoring integration 
(the mid-path between total assimilation and separation) experience less acculturative stress 
than those preferring either assimilation into or separation with the host culture. Prior 
intercultural experiences, knowing more languages and having lived in an urban setting 
were also found to be predictive of lower acculturative stress. Last but not least. Berry et 
al. also found that the greater the participation of the immigrants in the host society and the 
more the social support experienced, the less the acculturative stress. In essence, they found
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that sponsored immigrants, Christians, and those immigrants with close friends report less 
acculturative stress.
PERCEIVED SOCIAL SUPPORT AS A MEDIATING VARIABLE
Much of the studies in stress and illness research is based on either one of the two 
general hypotheses: the vulnerability hypothesis and the buffering hypothesis. For instance, 
Thoits (1982) found that women, the low-income group, the elderly, the poorly educated 
and the single are more vulnerable to stressful conditions.
On the other hand, another group of researchers (e.g., Husaine, Nefi  ^Newbrough 
& Moore, 1982; Bell, Leroy & Stephenson, 1982) support the idea that psychological 
vulnerability was both a function of stress and of inadequate social support. In this case, 
social support is seen as a moderator which may reduce the negative impact of stress on 
physical health (Wallston, Alagna, DeVillis & DeVillis, 1984) and psychological well-being 
(Tuner &Noh, 1983; Cobb, 1982).
In the migration and acculturative stress literature, social support is also seen as an 
important intervening variable. Chataway & Berry (1989) compared foreign students from 
different places to Canada, and found that Hong Kong students reported lower level of 
perceived social support and also experienced poorer health than the French and English 
students in the study. Morgan and Andrushko (1977) surveyed 2,867 admissions in 
Toronto hospitals for psychiatric diagnoses and found lower rates of mental illness in the 
immigrants than in the local population. The authors suggested that social support of the 
immigrants as a buffer against stress and disease is a highly probable reason for such 
findings.
Beny and Kostovdk (1983) found that desired and actual social contact were 
significantly correlated with acculturative stress. However, Zheng & Berry (in press) failed 
to replicate such correlation in their study of Chinese students in Canada. Looking into 
different social support variables. Berry et al. (1987) found that social support can help 
reduce acculturative stress experienced by the immigrants. For example, they found that
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sponsored immigrants who are invited by their relatives in the host country and therefore 
have ready access to a social support network experience lower level of acculturative 
stress. Similarly, the Christian immigrants in the study have a formal institution which can 
meet their various social, interpersonal and religious needs, thus reducing their 
acculturative stress. By the same token, having a dose friend also reduces acculturative 
stress in the immigrants in Kim's study, as it means available emotional and tangible 
support. Cheung et al. (1982) also pointed out that sequential migration where the first 
member of the group makes the necessary preparations in the host sodety such as finding a 
job, locating a place to stay, and accumulating some money, etc. facilitates the adaptation 
and provides a safety cushion for the other femily members. They found that recently many 
Hong Kong migrants to the United States no longer follow this approach but go without 
prior arrangement by relatives, and therefore adapt less well in the host country than the 
Taiwanese migrants who still adopt the sequential migration approach.
Furthermore, it lias been demonstrated that when stressfiil experiences are shared 
by a group or a community, beneficial effects for mental health may often result:
The feeling of confronting a common threat might lead to 
increased group cohesiveness, increase sodal interaction, 
provide a distraction from strictly personal worries, offer 
new roles and perhaps status to people who previously 
were isolated, and finally offer to the persons experiencing 
some degree of personal distress an external reason for their 
state of mind, which means they do not have to resort to an 
explanation based on personal inadequacy or illness.
(Cochrane & Sobel, 1980, p. 155)
Social support, therefore, can serve to reduce acculturative stress, moderate the 
relationship between stress and illness, as well as enhance mental health in specific 
instances. Among the different aspects of social support, perceived social support was 
found to be more strongly related to adaptational outcomes than availability of social 
networks (Heller & Swindle, 1983).
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ADAPTATION, COPING AND DEFENSE
Adaptation is a very general term referring to the process by which an individual 
tries to establish and maintain a relatively stable reciprocal relationship with the 
environment (Brody, 1970). In this sense, "all behaviors can be considered an attempt at 
adaptation" (White, 1985, p. 123). Even in everyday life, purely mechanical or habitual ways 
of doing things may not be adequate for the constantly changing environment. Every day 
has its little problems and adaptation is needed. Coelho and Stein (1980) suggested that 
migrants' adaptation involves three levels of social-psychological functioning: cognitions, 
behaviors, and self identification. At the cognitive level, a migrant must understand new 
social norms and customs. Behaviorally, adaptation requires learning appropriate verbal and 
nonverbal skills of the new culture. Furthermore, changes in self-identification are needed 
to incorporate new social roles and values that provide the migrant with a sense of 
belonging in the new environment.
There are different strategies or activities of adaptation. Coping is one of the 
adaptational strategies that has been widely studied. White (1985) suggested that coping is 
involved when a fairly drastic change or problem defies familiar ways o f behaving, requiring 
the use of new behavior, and very likely giving rise to uncomfortable affects like anxiet}% 
despair, guilt, etc. Folkman and Lazarus (1980), two renowned psychologists in the study 
of stress and coping, defined coping as the cognitive and behavioral efforts to master, 
reduce, or tolerate the internal and/or external demands that are created by the stressful 
transaction between the person and the environment.
Some ego psychologists proposed different hierarchies of adaptational ego 
processes. Meraiinger (1963) identified five levels of adaptational devices. They are coping, 
withdrawal, explosive outbursts that are more or less disorganized, increased 
disorganization and total disintegration of the ego. Haan (1969,1977), on the other hand, 
suggested a simple and clear tripartite hierarchy of coping, defensiveness and 
fragmentation. According to Haan (1985), coping involves purpose, choice and flexible 
shift, adheres to intersubjective reality and logic, and allows and enhances proportionate 
affective expression. On the other hand, defensiveness is compelled, negating, rigid.
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distorting of intersubjective reality and logic, which allows covert impulse expression and 
embodies the expectancy that anxiety can be relieved without directly addressing the 
problem. Fragmentation then is even more automated, ritualistic, privatistically formulated, 
affectively directed, and irrationally expressed in the sense that intersubjective reality is 
clearly violated. A generic ego process can be expressed by these different modes in a 
different way. For instance, means-end symbolization as a generic process is expressed as 
logical analysis in: coping, rationalization in defense, and confebulation in fragmentatiorL 
Elaborating on defense as an adaptational device. Vaillant (1977) further divided defenses 
into four levels progressing from psychotic mechanisms through immature mechanisms, 
neurotic mechanisms to mature mechanisms.
However, Lazarus and Folkman (1984) opposed the differentiation of such 
adaptational strategies or ego processes into coping, defensiveness, disorganization etc. 
according to such criteria as reality testing (Haan, 1985). Lazarus and Folkman believed that 
such differentiation will confound the process and efforts with tiie outcome of adaptation. 
They also rejected the implication that certain adaptational strategies are inherently better 
tiian the others. Tliey preferred to call all the efforts to manage stressful demands coping, 
regardless of the outcome. Such disavowal of the traditional distinction between coping and 
defenses is mainly due to Folkman and Lazams's conceptualization of adaptation, and thus 
coping, as a process which involves constantly changing transactions between the person 
and the environment. A process approach to coping, according to Folkman and Lazarus, 
has three main features. First, it is concerned with what the person actually thinks or does in 
response to the taxing or stressful situation, not with what he or she usually does, would 
do, or should do. Second, wiiat the person actually thinks or does is examined within a 
specific context. Third, the coping thoughts and acts are changing while the stressful 
encounter unfolds.
In this case, no adaptational strategies can be judged as being good or bad in 
isolation from the specific context for which it is used. Instead, Folkman and Lazarus tried 
to find out whether some coping patterns are more serviceable than others in given types of 
people, for given types of psychological stress, at certain times, and under given known
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conditions. In addition, temporal change is strongly emphasized in the coping process. (See 
Lazarus and Folkman, 1984, p. 143-148, for different stages of coping proposed for specific 
stressful situations.) This is very much in line with the conceptualization of the acculturation 
PROCESS discussed in the previous section.
As regarding the functions of coping, there are again different emphases by 
psychologists of different schools. For instance, traditional ego psychology views the 
central function of coping and the other ego processes as being the reduction of tension and 
the restoration of equilibrium. However, Janis and Mann (1977) thought that the primary 
function of coping is to facilitate decision making and information evaluation. White (1974) 
cited three functions of coping namely, (1) to secure adequate information about the 
environment, (2) to maintain satisfactory internal conditions and (3) to maintain autonomy 
or freedom and flexibility of movement. Social psychologists such as Mechanic (1974) also 
cited three coping functions: dealing with social and environmental demands, creating the 
motivation to meet those demands, and maintaining a state of psychological equilibrium. 
Peariin and Schooler (1978), on the other hand, offered a set of coping functions in relation 
to stress. They are to change the situation out of which strainful experiences arise, to 
control the meaning of such experiences before they become stressful, and to control stress 
itself after it has emerged.
Folkman and Lazarus (1980) identified two major purposes of coping namely, to 
manage or alter the problem causing the distress, and to regulate emotional response to the 
problem. These two functions of coping were also noted by Peariin, Menaghan, Lieberman, 
and Mullan (1981), Peariin and Schooler (1978), Murphy and Moriarty (1976), George 
(1974), White (1974), and Mechanic (1962, 1974). Folkman and Lazarus named them 
problem-focus coping and emotion-focus coping respectively. In the process of deriving an 
assessment for the coping process, Lazams and Folkman (1985) further delineated 
emotion-focus coping strategies into wishful thinking, distancing, emphasizing the positive, 
self-blame, tension-reduction and self-isolation. They also found that seeking social 
support as one of the coping strategies has both problem-focus and emotion-focus 
components. Together with the problem-focus coping strategy, they constitute eight
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categories of coping strategies. However, one will soon notice that the eight categories 
proposed by Lazarus and Folkman are not a very comprehensive account of the coping 
strategies people commonly use, and that the disavowal of the concept of defenses as 
coping devices is a major cause of this limitation. In fact there is no concluding evidence 
against the notion that coping strategies vary in their efficacy.
INTEGRATION: STRESS, COPING AND ADAPTATIONAL OUTCOMES 
"...a pathogen must be united with a susceptible organism.
As is tme of microbes, stress alone is not a sufficient cause 
of disease. To produce stress-linked disease other 
conditions must also be present such as vulnerable tissues 
or coping processes that inadequately manage the stress."
(Lazarus and Folkman, 1984, p. 17)
When there is stress during the adaptation process, e.g., acculturative stress faced 
by immigrants, coping is called for. The coping strategies can range from positive, realistic 
ones to more rigid, unrealistic ones (i.e., those that are traditionally grouped under 
defenses). In the present study, defense is conceptualized as a kind of coping strategy, a 
term under which many adaptational behavioral and cognitive processes are traditionally 
subsumed, regardless of the outcome of adaptation. The present writer sees this 
conceptualization as a practical compromise between missing valuable information when 
disavowing the concept of defenses, and the problem of confounding the process and 
outcome of adaptation.
In this case, then, there is still no good or bad strategies in isolation from the 
context. Success or failure of a certain adaptational strategy (be it a coping or defensive 
one) in performing its fimction(s) in a specific context depends on the efficacy of that 
strategy itself as well as its match with the demands of a specific stressful situation. The 
success and failure of these adaptational strategies cummulate during the adaptation 
process and lead to certain adaptational outcomes. In the long run, the adaptational 
outcome can be evaluated according to important indicators such as an individual's level of
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social functioning, subjective satisfaction with life, and mental and physical health (Folkman 
and Lazarus, 1984).
1.3 RESEARCH QUESTIONS
The present research interest was the migration and adaptation process of Chinese 
immigrants in Hong Kong. By using a multiple-case study approach to compare and 
contrast the experiences of different informants, the present study sought to explore the 
following areas. The research questions under each area were posed for the pupose of 
finding initial support in generating future hypotheses for theory building. The only basic 
proposition is that the service-recipients as a group may- demonstrate certain patterns of 
coping as well as perceived and actual social support different fi'om those of the non 
service-recipients.
A) Sources o f Stress:
1. What are the various sources of stress experienced by the immigrants at different 
stages of the migration and adaptation process?
2. Among the sources of stress, are there some significant and/ or conimon 
acculturative stressors? If yes, what are they?
3. What kinds of situations/ events are perceived to be most stressful or difficult to 
overcome?
B) Effects o f Stress:
4. What are the emotional and behavioral reactions to the various stressful situations?
5. Are there common reactions among the immigrants in response to a certain type of stress?
C) Coping Strategies:
6. What coping strategies are used during the adaptation process?
7. Which coping strategy is successful in which context?
8. Are there common coping strategies employed by the immigrants in face of a 
certain type of stressful situation?
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D) Adaptational Outcomes:
9. Are the immigrants satisfied with, or feeling well adapted to their lives in Hong Kong?
10. What are their present physical and psychological health situations?
11. How do they see their future?
E) Perceived Social Support:
12. What is the perceived importance of social support in the immigrants' adaptation in 
Hong Kong?
13. Do the hnmigfants feel that they have the social support?
14. What constitutes the psychological community of the migrants?
F) Group Patterns:
15. Can some common patterns be found in the relationship between the sources, 
nature and level of stress, coping strategies used, perceived social support, and 
adaptational outcome?
16. Do these patterns seem different between the service- receivers and the 
non-receivers?
17. What kinds of experiences are conducive to good overall adaptation and what are not?
18. Are there common patterns or stages of adaptation in some migrants?
19. What kinds of experiences are significant in the migrants' transition from one stage
to another during the adaptation process?
G) Major Themes:
20. What are the major emergent themes when the informants talk about their 
migration and adaptation experience?
H) Remedies and Prevention:
21. What can be done, and by whom, to facilitate the immigrants' adaptation in Hong Kong?
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CHAPTER TWO 
METHODOLOGY
2.1 RATIONALE FOR THE MULTIPLE-CASE STUDY APPROACH
The case study approach was adopted in the present study. The nature of case 
study is described as follows:
"A case study is an empirical inquiry that investigates a 
contemporary phenomenon within its real-life context; 
when the boundaries between phenomenon and context are 
not clearly evident; and in which multiple sources of 
evidence are used." (Yin, 1984, p.23)
Like all research methods, the case study method has its particular advantages and 
disadvantages. Case study allows an investigation to retain the holistic and meaningful 
characteristics of real-life events. Unlike experiments, case study does not deliberately 
divorce a phenomenon from its context. It is most desirable to use in understanding 
complex social phenomena (Yin, 1984).
Whereas traditional experimental methods require strict control over bdiavioral 
events, case study can be used when control is impossible, and yet it can still serve the 
exploratory, descriptive and explanatory purposes of research fully. One common 
misconception of case study is that it is only useful in the exploratory phase. The fact is, 
what kinds of data are gathered through case studies depend on the research purposes 
rather than on the method alone. Besides providing in-depth information and generating 
hypotheses in the exploration of a new area of interest (Glaser & Strauss, 1967), case study 
can also verify propositions by means of pattern-matching (Campbell, 1975) and 
theory-building (Yin, 1984).
An apparent limitation of the case study method concerns the issue of external 
validity. It may seem that single cases offer poor bases for generalization. Traditional 
experimental or survey research emphasizes the use of a sufficient sample to represent the
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population. This is in essence a STATISTICAL GENERALIZATION. However, in case 
study, "the investigator is striving to generalize a particular set of results to some broader 
theory" (Yin, 1984,p.39). This is thus ANALYTIC GENERALIZATION. Yin argued that 
in a case study, like m an experiment, the investigators goal is to expand and generalize 
theories and not to enumerate frequencies. While scientific fects are often established 
through many experiments which have replicated the same phenomenon under different 
conditions, multiple-case study follows the same REPLICATION LOGIC (and not 
"sampling" logic). The chosen cases should either have similar predicted results, i.e. a literal 
replication, or produce contrary results but for predictable reasons, i.e. a theoretical 
replication. In the present study, both types of replications were sought.
The present study aimed at exploring the psychosocial factors in the migration and 
adaptation process of a group of Chinese immigrants in Hong Kong. A multiple-case study 
approach was used as the main research methodology. There are practical as well as 
theoretical considerations in choosing this approach. First, case study allows for an in-depth 
examination of the migration and adaptation PROCESS through an intensive 
documentation of the chronology of the significant events and psychological reactions, thus 
preserving the dynamics of the process. There are few standardized research instruments 
and protocols developed for this type of process-investigation.
Second, it is evident in the literature reviewed that the relation between migration 
and mental health is not a simple and linear one. Numerous personal and social variables are 
interwoven in affecting immigrants' mental health. A study that aims at finding a group of 
predictors of mental health in immigrants, or at verifying a certain model of migration (e.g. 
selection model, stress model, culture shock, etc.) and locating specific moderators of the 
adverse effects of migration, must employ a multivariate approach on a large number of 
subjects in order to obtain realistic and representative results. This was beyond the 
resources available for the present study. A case study makes possible the search for this 
kind of complex, holistic PATTERNS, not in a statistically significant but psychologically 
significant way.
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By shifting to a case study approach, the focus of the study then changes from 
determining whether there is a statistically significant relationship between migration and 
mental health, to illuminating how the migration and adjustment process is experienced by 
the immigrants. Through multiple case study, factors that may be related to the nature and 
outcome of the adaptation process of the immigrants can be explored.
Yin (1984) and Lincoln and Guba (1990) gave useful suggestions on how to 
ensure the quality of case studies. To enhance reliability of the present case study, two 
measures were taken. First, the data base was content-analyzed by another naive 
investigator for countercheck with inferences by the writer so as to avoid researcher’s bias 
in data analysis. Second, the procedures of data gathering and analysis were documented as 
clearly as possible, and the data base made available, so that the readers and other 
investigators can review the evidence directly and not be limited to the written report.
Furthermore, validity of the study is taken into consideration. Internal validity is 
guai*anteed by the PATTERI'I-MATCHING method used in data analysis (Yin, 1984, 
p. 103-107). This method seeks to compare an en^irically based pattern with a predicted 
one or with several alternative predications. If the patterns coincide, high intemal validity is 
implicated. Confidence in the validity of the case smdy research can also be enhanced by 
triangulation of research methods and findings (Jick, 1983). By using a number of methods 
of data gathering witliin a case study approach, the present research aimed to derive more 
trustworthy conclusions.
To enhance external validity or transferability, multiple cases were studied (Yin, 
1984, p.47-53). Replicated results were used for analytic generalization. Both literal and 
theoretical replication were sought. While the Chinese immigrants as a group might 
demonstrate some common patterns in their experiences and adjustment behaviors, 
differences in coping methods and resources were expected between the service-receivers 
and the non-receivers, and between the immigrants who have come to Hong Kong for 
different lengths of time.
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Case study does not preclude the use of standardized measurements. In fact, two 
standardized instruments were used in the present stüdy to fecilitate comparison among the 
cases as well as with other relevant data, e.g. norms of the General Health Questionnaire in 
other Chinese population. By using phenomenological interviews, in addition, the case 
studies could focus on processes, subjective perception and complex psychological 
reactions that are difficult to tap solely by paper-and-pencil instruments.
Cosminsky (1977) compared the impact of using case study versus survey method 
on the data generated for an analysis of illness concept. It was found that the survey method 
implied a static view of illness, whereas the case study method produced a processual 
model. "The survey elicited answers concerning predominantly immediate causal frctors 
and empirical, pragmatic treatment... The case studies generated more answers dealing with 
ultimate causation... and demonstrated multifactorial etiologies. The survey favored single 
cause answers" (p.331). Hence, case study was decided to be the most appropriate ; 
approach in meeting the research goals of the present study, as the focus is on the 
adaptation PROCESS.
2.2 INFORMANTS
There were eight informants in total (see table 4). They were all Chinese . 
immigrants from Mainland China to Hong Kong. Four of them were recipients of either 
psychological or social services, and the other four were non-service-recipients. Among the 
service-receivers, two were in-patients who were receiving help from mental health 
professionals. The other two were receiving counseling as well as some tangible help from 
social workers. Among the four other informants, i.e., the non-service- recipients, two were 
recruited from temporary housing areas, one was referred by a classmate of the interviewer, 
and the last one was a staff member come across by the interviewer in a placement setting.
It was believed that the different background of the informants might lead to a wider array 
of information relevant to the research interests, and that the two groups of informants 
might display different patterns in the difficulties encountered as well as the coping 
strategies used when tackling with these difficulties.
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In the original plan, the targeted informants were those new Chinese immigrants 
who had come to Hong Kong for less than seven years, i.e., those who had not yet gained 
permanent residency in Hong Kong. However, due to practical difficulties in gaining access 
to a sufficient number of such kind of immigrants, infbimants who had come to Hong Kong 
for various periods of time had to be used. Four categories were used to differentiate 
informants by their length of stay in Hong Kong. They were 1-3 years, 4-6 years, 7-9 years 
and 10-12 years. There were two informants in each of these categories respectively. (See 
Table 4)
In terms of sex distribution of the informants, again, owing to practical difficulties 
in accessing the male informants, all 4 of the service-receivCTS interviewed were female. 
These difficulties included that some of the potential male informants were not willing to be 
interviewed because of their own long working hours, that some were transferred to 
government hospitals where permission to interview them was not granted, and that some 
of them were not in a stable mental state fit for being interviewed. There were two females 
and two males in the non-service-receivers group.
The ages of the informants ranged fi"om 19 to 41 years old. Four of the informants 
were under 30 years old and four were above. Two female informants were single, while 
the others are married. Of the two single informants, one of them was a psychological 
service-recipient and the other one not a service-recipient.
Table 4
Characteristics of Informants
Years 
of stay
Types of Service 
Psychological 
(age)
Received
Social
(age)
Non-service
Receiver
(age)
1-3 F (22) F (26)
4—6 F (41) M (46)
7-9 F (37) F (23)
10-12 F (19) M (31)
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2.3 INSTRUMENTS
One interview schedule was used and three standardized questionnaires were 
administered to each subject.
A. The Interview Schedule
The interview schedule (Appendix A) was a semi-structured questionnaire tapping 
into seven main areas, 1) demographic data, 2) general expectation discrepancy, 3) social 
circle and perceived discrimination, 4) the migration and adaptation process, 5) sense of 
belonging and ethnic loyalty, 6) comparison between life in China with that in H.K, and 7) 
any other matter the informants find important to the migration and adaptation process that 
has not been covered. Parts one to three were adapted fi*om an interview schedule used in 
the Report on the Social and Economic Adaptation of the Chinese New Arrivals in Hong 
Kong done jointly by the Hong Kong Council of Social Service and Lingnan College in
1984. Part four to seven were derived according to the research questions of the present 
study.
Apart fi*om the demographic data, most of the other questions in the schedule were 
open-ended ones. Spontaneous elaborations on the answers w^ ere very much encouraged 
throughout the interview. Specific examples for better illustration of the informants' ideas 
were elicited by the interviewer. In order to understand the meaning of the informants' 
experiences in the migration and adaptation PROCESS in depth, a phenomenological 
approach of inquiry (Jennings, 1986; Polkinghome, 1989) was employed in interviewing 
the informants. They were encouraged to give illustrations and elaborations in context. 
Phenomenologists are interested in the lived world of individuals, and phenomenological 
data are a fimction of intentionality and can be coconstituted only by reciprocal implication 
with the context of inquiry that includes the interviewer in dialogue with the informant 
(Hoshmand, 1989). Temporal changes in both the objective environment as well as the 
subjective perceptions and feelings of the informants were given considerable emphasis. 
The psychological communities and sense of future of the informants were also explored.
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B. Perceived Social Sttpport From Friends & Family (PSS-Fr & PSS-Fa)
Two social support measures were known to have been used in immigrant studies. 
They were the Social Support Scale developed by Lin, Simeone, Ensel, and Kuo (1979), 
and the Social Contact Scale by Zheng and Beny (in press). However, both scales were 
inaccessible to the writer. In addition, they were not designed to measure perceived social 
support, and therefore were not used in the present study. Since the literature reviewed 
indicated that stress coping and reaction depended very much on an individual’s subjective 
perception of the stressful demands and his or her own availability of resources, measures 
of PERCEIVED social support were used.
The two measures, PSS-Fr & PSS-Fa (Appendix B), were developed by Procidano 
and Heller (1983). They were designed to assess "the extent to which an individual 
perceives tliat his/her needs for support, information, and feedback are fulfilled by fiiends... 
and by family" (p.2). Each questionnaire contains 20 declarative statements to which the 
informants answer "YES", "NO" or "DONT KNOW".
Procidano and Heller (1983) stated that PSS-Fr was related to social skills and 
PSS-Fa was related more to measures of psychiatric symptoms and distress. Heller and 
Swindler (1983) also found that PSS-Fr was significantly correlated with social 
competence, while PSS-Fa was significantly related to femily cohesion, rated intimacy with 
parents, and the perceived level of emotional support provided by family members.
Both the PSS-Fr and PSS-Fa were found to be homogeneous measures with 
intemal consistency coefficients (Cronbach's alpha) of .88 and .90, respectively. 
Test-retest reliability was .83. Heitzmann and Kaplan (1988), in an assessment of the 
methods for measuring social support, commented that both the PSS-Fr and the PSS-Fa 
were quite adequate psychometrically, and had high constmct validity. The two measures 
were found to be better predictors of psychiatric symptomatology than life events or 
stmctural characteristics of support networks (p.98).
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The "yes-no" format of the PSS-Fr & PSS-Fa was a major weakness of the 
measures, rendering fine discriinmation in the level of social support difficult. In the present 
study, this was remedied by the qualitative data yielded by the semi-structured interview.
C  Ways o f Coping Checklist
The Ways of Coping Checklist (Appendix C) was first proposed by Folkman and 
Lazarus (1980) to measure coping strategies. Folkman (1984) defined coping as the 
person's constantly changing cognitive and behavioral efforts to manage specific external 
and / or internal demands that are appraised as taxing or exceeding the person's resources. 
Folkman suggested taking into consideration the contextual process when studying coping 
behaviors. This was very much in ^eem ent with the process approach adopted in the 
present study.
In their 1985 study, Folkman and Lazarus refined the Ways of Coping Checklist 
into a 42-item one with eight scales, namely Problem-solving, Wishful thmking. 
Detachment, Positive thinking. Self-blame, Tension-reduction, Self-isolation, and Seeking 
Social Support. The Checklist has been used in a variety of studies (e.g. Manne & Sandler, 
1984; Folkman & Lazarus, 1985; Coyne, Aldwin & Lazarus, 1981, etc.), and its factor 
structure was found to be highly stable (Scherer, Wiebe, Luther & Adams, 1988).
Chataway and Berry (1989) further divided the social support scale in the 
Checklist into emotional and informational support seeking, resulting in nine theoretical 
categories. From the fector loadings found by Folkman and Lazarus, Chataway and Berry 
selected the three most reliable items in each category to result in a 27-item questionnaire. 
In a study of the psychological adaptation of Chinese sojourners in Canada, Zheng and 
Beny (in press) fiirther reduced the number of items into 18, and translated the Checklist 
into Chinese.
Although more needs to be known about the psychometric properties of the Ways 
of Coping Checklist and its various versions, the 18-item version was used in the present 
study because it had been used successfully in a recent research similar to the present one in
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focusing on the acculturative stress, coping strategies and social support during the 
adaptation processes of immigrants (Zheng & Beny, in press).
D. General Health Questionnaire (GHQ-30)
In the present study, the Chinese version of the General Health Questionnaire 
(GHQ-30) (Appendix D) was used to assess the general health status of the informants. 
The questionnaire was derived by Goldberg in 1972 and translated into Chinese by Chan in
1985. The original 60-item version was developed in an attempt to detect cunent 
non-psychotic disturbances among patients in general practice settings and respondents in 
community settings (Goldberg, 1978). Later on, shorter versions Hke GHQ-30 and 
GHQ-28 were developed.
The GHQ has been widely used in Great Britain (e.g., Benjamin, Decalmer and 
Haran, 1892; Davies et al., 1983), the United States (e.g., Cleary et al., 1982; Von Ammon, i j
1983) as well as in Canada, Australia and other European countries (Chan, 1985). In Hong 
Kong, the GHQ was also commonly employed in various studies (e.g., Shek, 1987a,
1987b; Wu, 1989) and had received much investigation regarding its psychometric 
properties (e.g., Chan & Chan, 1983; Chan, 1985; Shek, 1987c, 1989). In a comprehensive 
review of the GHQ studies, Vieweg & Hedlund (1983) summarized that the internal 
consistencies of GHQ ranged from 0.78 to 0.95, and concurrent validity ranged from 0.55 
to 0.83. As a screening instrument, GHQ had a sensitivity ranging from 42% to 95%.
In order not to overload the informants with too much paper-and-pencil work, the 
GHQ-30 was the questionnaire of choice in the present study. In a study that utilized the 
translated Chinese version of the GHQ-30, Chan (1985) found that the English and Chinese 
versions were comparable at the scale level. Factor analytic procedures showed that five 
fectors could be extracted. They were Anxiety, Depression, Interpersonal Problems, Sleep 
Disturbance with Dysphoria, and Social Dysfimctioning with Dysphoria. Shek (1987c) 
fiirther found that the GHQ-30 had an overall reliability of 0.88 and an intemal consistency 
of 0.78. Most of the items were found to have high item-total coirelations. The factor 
stmcture Shek found of the GHQ-30 were similar to Chan's. The first five factors included
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Anxiety, Depression, Inadequate Coping, Social Dysfimctioning and Sleep Disturbances. In 
another study, Shek (1989) also found that the GHQ-30 scores correlated significantly with 
many other measures of psychopathology for the various samples, thus establishing its 
concurrent validity.
In the present study, the total scores of the GHQ-30 were calculated and compared 
both to the threshold score suggested by Goldberg (1972) and to the findings of some 
Chinese studies in order to estimate the general health status of the informants.
2,4 PROCEDURES OF DATA GATHERING
The interviews were conducted either at the informants' home or in an interview 
room at the University of Hong Kong. After rapport-building, the interviewer explained the 
purpose of the present study and the condition of confidentiality. Then the interviewer 
w^ ould ask about the informants' present concerns, or his or her general feelings towards the 
immigration and adaptation process as a whole. A phenomenological approach was used in 
all the semi-structured interviews to explore the migration and adaptation process in depth. 
Subjective perceptions and experiences of the informants were emphasized, and elaboration 
on important points encouraged. The interviewer also probed into areas viiich came up 
during interview that seemed to be significant to the informant or worrying him or her in 
various stages of the migration and ad^tation process.
In essence, the interviews were more like clinical interviews that called for attentive 
listening, sensitivity and acceptance by the interviewer. When the informants became upset 
in talking about their difficulties during the migration or adaptation process, the interviewer 
provided appropriate reflective understanding for their emotions, taking care not to alter the 
informants' subjective report of that certain incident.
Initially, two interview sessions were planned for each informant. The purposes of 
the second session were two-fold. First, the interviewer tried to verify with the infonnants 
the findings or prominent themes found in the first interview, thus giving the informants a
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chance to add to the data base information that were missed in the first session, or to 
correct the elementary analyses of the interviewer if the informants did not agree with them. 
Second, it also served as a kind of feedback (and the only kind of "pay-back" the 
interviewer could provide) to the infonnants. The summary of their own adaptation process 
might be of some value to the immigrants. However, due to the limitation of time for some 
of the informants, four of them were only interviewed once, and thus the verification and 
feedback were done immediately at the end of the first interview session.
Each interview lasted for two to three hours, depending on how verbal the 
informants were. The interviews were tape-recorded in order to let the interviewer 
concentrate on responding flexibly to the informants. The tapes were then transcribed for 
content analysis and counterchecked by the writer and a peer judge.
In addition to the interviews, tire three standardized instruments described in the 
previous section were administered so as to facilitate comparison and to yield more 
information on coping strategies, perceived social support and general health status of the 
informants.
2.5 PROCEDURES OF DATA ANALYSIS
ANALYSIS OF NARRATIVE DATA
MUes (1983) commented that narrative data are informative for many reasons: they 
are rich, fuU , earthy, holistic, real, and they preserve important chronological flow. These 
are also the reasons why such data were sought in the present study. Guidelines for content 
analysis of narrative data can be found in, e.g., Holsti (1969) and Miles & Hubeiman 
(1984). Unlike quantitative data analysis, there are no universal rules in conducting 
qualitative analysis. There are three major approaches to content analysis. The first one is 
hermeneutical analysis which is atheoretical and open-ended. The second approach is to 
analyze the data according to predetermined themes or a theoretical framework. The third 
is a conteTrtual approach to analyzing the part-whole relationships in the data. Thomas and
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Chambers (1989) captured the process of content analysis metaphorically as a dialogue 
between an interpreter and a text. The analyzer draws upon his or her foil means of 
comprehension and intuition in order to understand a text in "all its newness" (Gadamer,
1984), and brings to the analysis his or her understanding in a systematic and orderly 
manner, in the spirit that Mils (1959) terms intellectual craftsmanship.
In analyzing the interview data, two independent judges each did two different 
kinds of reading of the protocol. One was a reductive, analytic reading according to the 
predetermined questions of interest. The other one was an empathie and holistic reading 
looking for the overall tone and quality of the entire transcript. The transcribed data were 
content-analyzed by the writer and the other independent judge in two ways. First, data 
were located, coded and analyzed according to the predetermined framework in order to 
address the research questions as stated in section 1.3. Second, the data were re-analyzed in 
a more open-ended, holistic way to extract emergent themes from the transcribed interview 
protocols.
In the first level of analysis, the predetermined domains were:
1. sources of stress: -acculturative stress
-other sources of stress 
-secondary stress,
2. effects of stress: -emotional effects
-behavioral effects 
-social effects,
3. coping strategies: -in specific stressful situations
-general pattern,
4. adaptational outcomes: -subjective satisfection
-physical and psychological health 
-future planning,
5. perceived social support: -importance of social support
-adequate or not,
6. other significant experiences, and
7. suggestions for remedies, prevention and integration.
Both the frequency and the nature of the answers to the above questions were 
given weight. At an individual case level, significant experiences together with the
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corresponding coping strategies used were identified. At the group level, common sources 
of stress, e.g., acculturative stress in general or specific ones, and common patterns of 
coping were identified. Contrasts were made between the different patterns, taking into 
consideration the immigrants' different background, present physical, psychological and 
social situations, and the different lengths of stay in Hong Kong.
.In the second level of analysis, holistic reading was done by extracting the meaning 
units fi'om the texts to find emergent themes, and then from these to form major themes. 
Since the interviews were more or less structured by the interview schedule and the 
phenomenological probing of the interviewer, the relative importance of the emerging 
themes could-not depend solely on their frequencies o f occurrence and the amount of 
elaboration. A total immersion into the protocols was required of the two judges to 
correctly identify the emotional tone of the different meanings expressed in relation to the 
whole protocol. Finally, each theme was given a ranked significance by the independent 
judges. Tliis enabled reliability of the data analysis to be determined.
The present writer believes that frets are human constructions (Ricoeur, 1981), and 
refiect the psychological reality of the informants. Moreover, the judges also bring with 
them their own presumptions based on their knowledge about the matter as well as their 
personal and cultural experience. The process of analysis can be conceptualized as an 
interaction between the judges and the text. In this case, perfect agreement between the 
judges is not expected also because the writer, being the interviewer, had more information 
about the context and the emotional tones of the informants' expression than the 
independent judge who only based his analysis on the transcript. When differences arose, a 
procedure for handling disagreement was followed, as described in section 2.6. This 
procedure was established after the pilot study. Returning to the original texts to make sure 
aU findings are firmly groimded in the data is an essential step before completing the 
analysis, and this provides a check on the intemal validity of the interpretation.
ITie data obtained from tlie three standardized instruments were compared with 
relevant norms and findings from other studies. The writer also looked into any pattern of
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relationships among the three variables, i.e., coping strategies, perceived social support and 
general health status, as measured by the instruments.
TRIANGULATION OF FINDINGS
Triangulation is broadly defined by Denzin (1978) as the combination of 
methodologies in the study of the same phenomenon. Jick (1983) uses the term to advocate 
the combined use of quantitative and qualitative data in social science research to 
counterbalance the weaknesses of using either one kind of data. In the present study, 
quantitative data from the three standardized measurements were compared to data fi'om 
the open-ended interviews which also covered these three areas to tap information that 
could not be. discovered by the standardized measurements alone. Particularly for the 
research questions about group patterns, convergent analysis was made of the interview 
and scored results firom the instruments.
2.6 PILOT STUDY
A pilot study was conducted to test the procedures of data gathering and analysis j
as operationalized, and to evaluate the Chinese translation of the standardized instruments. |
The informant in the pilot study was a male office assistant known to the writer. He has 
come to Hong Kong fi'om Mainland China for 11 years.
In conducting the pilot study, the interviewer noticed and corrected some 
overlapping areas of questions in the schedule, thus making the later interviews flow more 
smoothly. Moreover, the pilot study served to give the interviewer a rough idea of the kinds 
of problems a Chinese immigrant might encounter in Hong Kong. This helped the 
interviewer to know what to prompt for in case the informants feiled to present him/herself 
clearly. In discussing the interview findings with the supervisor as well as classmates, the 
writer further developed insight into the use of a more phenomenological approach in 
interviewing the infonnants. Some important aspects of information, e.g. the sense of loss, 
psychological community, personal future, etc. were incorporated into the interview 
questionnaire.
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The Chinese translations of the standardized instruments were found to be 
well-understood and the results reasonably congruent with the interview findings.
There was high inter-judge agreement on most of the identified themes in the pilot 
data analysis. However, the two judges sometimes named the themes differently. It was 
decided that in such situations, they would discuss their individual view points and go back 
to the protocol to come to a joint decision about the naming, or take note of why there 
were different view points and naming of a certain theme.
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CHAPTER THREE 
RESULTS
3.1 BACKGROUND OF INFORMANTS
Before addressing the research questions, some basic information about the 
backgrounds of the eight informants may help the readers understand the other findings in a 
more meaningful context.
The first informant (LA) was a 22-year old female who was a psychiatric in-patient 
at the time of the interview. She was admitted to hospital because of a suicidal attempt. 
She came to Hong Kong one year ago, got married sk  months after coming, and has been 
pregnant for three months. She was attending first year university courses in Shum Chun 
before she came to Hong Kong. All of her own family members are still in China. She 
lived with her paternal uncle and aunt in Hong Kong and worked as a clerk before she got 
married. Her husband is a local Hong Kong resident.
The second informant (KO) was a 41-year-old female who is a battered wife 
receiving social work seivices. She came with her daughter four years ago to join her 
husband in Hong Kong. She finished junior secondary school in China and worked as a 
factory worker before she got married in 1982. She lives with her husband and daughter in 
an isolated wooden hut on the hillside after her arrival at Hong Kong. She is practically 
house-bounded because it takes her more than an hour to just walk down the hill since she 
cannot afford the transportation expenses.
The third informant (OC) was a 37-year-old widow receiving social work services. 
She got married in China in 1977, and her husband came to Hong Kong in 1978. She 
herself attempted coming illegally to Hong Kong 8 times before she succeeded in 1981. 
Then she gave birth to one daughter and one son in Hong Kong, but was caught and sent 
back to China in 1987. She came again illegally in 1989 to join the family. Her husband 
died in 1990. She was then granted legal residence in Hong Kong to take care of her 
children. She finished junior secondary school in China and was a factory worker before
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coming to Hong Kong. During her stay in Hong Kong, OC has been practically house- 
bounded because of her illegal identity. The family lives in a wooden hut in a remote village 
in the countryside. OC seldom goes to other places of Hong Kong even though she has the 
legal identity now, because she cannot afford the transportation expenses.
The fourth informant (CY) was a 19-year-old female who was a psychiatric in­
patient at the time of the interview. She had a history of epilepsy for 7 years, and was 
diagnosed as suffering from affective disorder on this admission. She came in 1979 when 
she was seven years old, together with her mother and elder sister to join her father in Hong 
Kong. She continued with her study in Primary One in Hong Kong, and is now a Form 
Five student. She was taken care of by some relatives when she first arrived at Hong Kong. 
Several months later the family started to live together, but before long the elder sister left 
the family, and the father also deserted CY and her mother two years after their arrival. CY 
started to have epilepsy in 1984 and has been frequently admitted to hospital since then. 
She lives with her paranoid mother and is receiving public assistance now.
The fifth informant (YA) was a 26-year-old female who came with her husband and 
daughter to Hong Kong 2 years ago. She finished junior secondary school in China and 
was a factory worker before coming to Hong Kong. The family lives in a temporary 
housing area. YA works night shifts in a convenient store while her husband is a driver.
The sixth informant (KK) was a 46-year-old male who came with his wife to Hong 
Kong 6 years ago. He finished secondary school and had held many different kinds of jobs 
in China, ranging from farmer to soldier. He also held a number of different jobs in Hong 
Kong, and is now a factoiy worker. He lives with his wife in a temporarily housing area. 
His 21-year-old son also came to Hong Kong two years ago.
The seventh informant (LI) was a 24-year-old female who came to Hong Kong 9 
years ago. All of her family members are still in China. She finished Form 2 in China, and 
had taken some English courses after coming to Hong Kong. She is still attending evening 
school now. She has been a waitress and factory worker, and is now a clerk. She lived
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with her maternal aunt in Hong Kong until she moved out and started to live alone two 
years ago.
The last informant (BI) was a 31-year-old male who came to Hong Kong 12 years 
ago. He just finished secondary education in China when he came to Hong Kong alone. 
He has been a factoiy worker, waiter, and is now an office assistant. His parents and 
siblings also came to Hong Kong in 1980. He was married in 1985 and is now living 
together with his wife and a daughter.
The first four informants who were either receiving psychiatric, psychological or 
social services formed Group A, and the last four non seivice-receivers formed Group B.
3.2 RELIABILITY CHECK
Four of the eight interview protocols were randomly chosen for reliability check by 
another judge. Independent content analysis were done on these protocols. Percentages of 
agreement were obtained for the top five ranking categories of 1) sources of stress, 2) 
emotional and behavioral reactions, and 3) coping strategies used. (There might be more 
than one item in a rank if the fi-equency of occurrence of the items were the same.) In 
identifying the top five sources of stress in individual informants, 100% agreement were 
obtained in two protocols, and 83% and 86% for the other two. Agreement in identifying 
the top five emotional effects ranged fi'om 80% to 100%, 75% to 100% for behavioral 
reactions, and 66% to 100% for coping strategies employed.
Discussions over the points of disagreement were held between the judges, and 
most of the differences in naming emergent categories were compromised subsequently. 
However, there were still some difference of opinion between the writer and the other 
judge especially in the identification of defenses, such as denial and projection, as coping 
strategies. That was why the percentage of agreement on identifying the coping strategies 
was less satisfactory (66%). For instance, "I didn't know that the living environment in 
Hong Kong was so poor before I came here" (YA) and "I knew nothing about Hong Kong
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when I first arrived" (YA) were categorized as "denial" by the independent judge, while "I 
felt that even local Hong Kong people found it not easy to have some good fiiends" (YA) 
and "people won't believe even if you can really do the job well" (YA) were considered 
"projection" by him. However, the writer thought that the first two statements sounded 
more like YA's true feelings rather than denial, and there seemed to be some actual 
experiences that led to YA's latter two "projection" comments. After some discussion, the 
other judge and the writer decided to keep each of their different points of view and report 
the disagreement to illustrate one important point — that the writer, being also the 
interviewer, might have a different sense of the protocol content from an independent judge 
who only read the narratives verbatim in the absence of the verbal tones and non-verbal 
cues of the interviews. Thus, an independent judge may tend to interpret the meaning of 
the statements literally, while the interviewer may be more immersed in the contextualized 
meanings. Nonetheless, the overall reliability of agreement seems to be within acceptable 
ranges.
3.3 RESULTS
A) Sources o f Stress
Content analysis of the eight sets of interview data shows that there are different 
kinds of stressors commonly experienced by the immigrants. These include primary 
stressors such as acculturative difficulties, physical separation during migration, socio- 
environmental stressors and some other unclassified stressors. The acculturative stressors 
include 1) perceived discrimination, 2) values and lifestyles differences, and 3) language 
problems. Home-sickness and lack of family support are the two stressors caused by the 
physical separation with the homeland in the migration process. The socio-environmental 
stressors are 1) having no legal identity, 2) physical danger in the migration and adaptation 
process, 3) the welfare system of Hong Kong, and 4) interpersonal conflicts. Other 
unclassified stressors include 1) the climate of Hong Kong, and 2) poor physical health 
(which can also be an indication of adaptational outcome). In addition, there are also 
difficulties directly or indirectly caused by the primary stressors. These are grouped under 
secondary stressors, and include difficulties such as fast pace of life or work in Hong Kong,
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difficulties in making or communicating with friends, few job opportunities and poor 
prospect, hard work and poor working environment, financial and housing problems, etc.
The different stages of adjustment with two groups of quite different stressors 
emerged from the interviews. Seven out of the eight informants (except LA who only 
came to Hong Kong a year ago) agreed that there is in general an initial resettling stage and 
then a progressive adaptation stage in the migration and adaptation process in Hong Kong. 
However, their subjective definitions of the length of the resettling stage vary from one 
year to three years. Five of the informants thought that the fourth year seems to be the 
watershed for their better adaptation.
Table 5 summarizes the major concerns or stressors during the two different stages 
of adjustment.
Table 5
Prominent Stressors in Different Stages of Adjustment 
(in ranked order of frequency)
Resettling Stage Adaptation Stage
1.Financial and Housing problem 1.Hard work and poor working
2.Conflicts with family members environment 
or relatives in Hong Kong 2.Perceived Discrimination
3.Difficulties in making or 3.Language problem
communicating with friends 4.Few job opportunities
4.Homesick and poor Career prospect
5.Fast pace of HK life/work
6.Value and lifestyle 
differences
7.Conflicts with family 
members
The frequency of occurrence of each of the stressors mentioned in the interview 
protocols was recorded. Subtotal frequencies were obtained for groups A and B, together 
with a total frequency of occurrence of a certain stressor in all the eight cases. The 
stressors were then given ranked orders for their total and subtotals from the most frequent 
one to the least. Number of informants who endorsed a certain stressors was also noted 
(see Table 6).
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Table 6
Frequency Ranks of Important Stressors
SOURCES OF STRESS
Primary Stressors;
A. Acculturative stressors: 
*1. Perceived
Discrimination
2. Different 
values/lifestyles
3. Language problem
B. Stressors caused by 
Physical Separation:
1. Homesick
2. No family support
C. Socio-environmental 
Stressors :
1. No Legal Status
2 . Physical Danger
3. Welfare System of HK
*4. Interpersonal Conflicts
D. Others :
1. Climate
2 . Physical health
Group A 
(rank)
11
9 
7
10 
1
Group B 
(rank)
11
13
10
4
12
13
Total
(rank)
5
12
11
15
16
14
10
1
16
9
ENDORSEMENT 
(OUT OF 8)
Secondary Stressors :
1. Fast pace of life/work 
in HK 
*2 Difficulties in
making/communicating 
with friends
3. Few job 
opportunities/poor 
prospect
4, Hard work/poor working 
environment
*5. Financial problem 
*6. Housing problem
10
12
3
4
13
2
Group A: The service-receiving group.
Group B: The non service-receiving group.
*: Top five most frequently mentioned stressors.
Endorsement: Number of informants who mentioned such stressor.
Comparing the interview data of the service-receiving (A) and the non service- 
receiving (B) groups of informants, the top five important stressom identified according to 
fi'equency counts were basically the same for the two groups. Housing problem ranks first 
for Group B and fourth for Group A  Difficulties in making or communicating with fiiends 
rank second for both groups, and financial problem ranks third. Interpersonal conflicts are
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perceived to be the most important stressor for Group A, and fourth for Group B. 
Perceived discrimination ranks five for both groups. The most significant stressors 
encountered by the two groups do not differ greatly in nature.
A closer look at the interview data reveals that the prominent problems of finance 
and housing are mainly products of fewer job opportunities and poorer career prospect for 
the immigrants, which are in turn related to primary stressors such as perceived 
discrimination, language problem, value differences, legal status and welfare system, etc. In 
their opinions, local Hong Kong people may frre better even when they are less well- 
educated, less well-trained or less hard-working. Therefore the immigrants often feel 
helpless and unfririy treated.
All of the eight informants indicated that they had financial difficulties to various 
extent, and seven of them also had housing problems. The following are some excerpts 
fi'om the interview protocols about the immigrants' housing and financial problems:
"I gave eighteen thousand to buy a squatter hut which was 
terribly dirty in the surroimdings. There were rats, 
cockroaches, drug addicts, etc., but I had no other choice.
When they wanted to clear and redevelop the area and said 
my hut v/as illegal, I protested. I said I would die there 
with my hut if you didn't arrange resettlement for me. It 
was so helpless and miserable those days." (KK)
"Though it seems that the salaries and wages in Hong Kong 
are much higiier than in China, our financial situation is 
worse. Things are expensive, and we are not accustomed 
to the environment. In order to make more money, I have 
to work night shifts. We want to make enough money to 
go back to China as soon as possible." (YA)
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Six of the informants revealed that they had difficulties in making or communicating 
with friends in Hong Kong.
"First, I could not speak Cantonese well. Second, they 
didn't understand what I said. Topics like the cultural 
revolution, situations in China, life goals, etc. were not 
what Hong Kong people liked to talk about We had no
common language ,I seldom really talked with Hong
Kong people in the first four or five years in Hong Kong."
(BI)
"There were language and value differences. Hong Kong 
people were more pragmatic and materialistic, but we 
Chinese immigrants were not. I had many good fiiends and 
colleagues in China. We worked together, cared for each 
other, and had very good communication. We sometimes 
went for picnic together, and I enjoyed tiiat kind of 
relationship very much. But Hong Kong people only care 
about money. We are too different in lifestyle and value, 
beliefs. Communication with them seems not too 
meaningfiil." (YA)
Seven out of the eight informants encountered interpersonal conflicts during their 
adaptation in Hong Kong. Five of them had experienced intense conflicts with their 
spouses in Hong Kong.
"We were both in bad mood after coming to Hong Kong.
We quarrelled often. Both of us were very upset. But I 
wouldn't listen to him and he wouldn't listen to me." (YA)
"If I were locally bom as you (husband) are, I wouldn't 
have married you. Fm more educated than you are, and I
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wouldn't have chosen you. I was only forced by them (the 
relatives in Hong Kong), like a puppet. I had no say." (LA)
"Auntie asked me to pay her rent. I thought it was so 
ridiculous. She promised to take care of me and now she
wanted me to pay her rent she didn't Hke me to stay out
late at night. It's like in jail I never went back to visit her
after my moving out. " (LI)
Five of the informants thought that there were considerable discrimination against 
Chinese immigr ants in Hong Kong society.
"It's terrible when you are new comer. It's hard because 
they give you the most back-breaking tasks. But you are 
new and you have no say. I've gone through those days.
They gave me the most difficult tasks and they wouldn't 
help me at ah. They were bad to me, but I've to accept it."
"They (schoolmates) often playad tricks on me, laughed at 
me, called me Heung Ha Mui' (village girl), and wouldn't 
play with me. I was so young then. I could do nothing
except crying alone They said it was my fruit no matter
what went wrong." (CY)
On the other hand, when asked directly which stressor(s) is/are the most difficult to 
overcome, the five most frequently endorsed items are 1) financial and housing problems, 
2) lack of legal status, 3) relationship problem, 4) discrimination, and 5) value and lifestyle 
difterences.
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B) Effects o f stress:
1. Emotional Reactions
As seen in Table 7 below, feeling upset, unhappy, miserable or depressed is the most 
common emotional reaction to the various stressors. All of the informants have had this 
experience. For the group of service-receivers (A), the second most common reaction is 
the feeling of helplessness. The feeling of inferiority or being looked down upon ranks third 
in both groups A and B. Feeling bottled-up or misunderstood ranks fourth in group A  
Feeling pressured ranks fifth in group A  While back-breaking and feeling not adapted or 
satisfied, wishes not fulfilled or no spiritual and emotional satisfection also ranks fifth in 
group A, they are the second most frequent emotional reactions in group B. Loneliness 
and feeling detached from society also rank fifth in group A but rank fourth in group B. 
Despair and fiustration are two other fourth-ranked emotional reactions in group B, and 
feeling no support ranks fifth.
Table 7
__________________Top Five Emotional Reactions to Stressors__________ '
EMOTIONAL REACTIONS Group A Group B Total ENDORSEMENT
, ‘ , (OUT OF 8)
(rank) (rank) (rank)
Unhappy/Upset/Depressed/ 1 1 1 8
Miserable
Helpless 2 --- 2 5
Felt being looked doim 3 3 2 5
upon/inferior
Bottled-up/Misunderstood 4 --- 5 3
Not well-adapted 5 2 3 5
Not satisfied/ Wishes 
unfulfilled/No 
spiritual & emotional 
satisfaction
Back-breaking 5 2 3 5
Lonely/Detached from 5 4 4 5
society
Pressured 5 --- 5 5
Frustrated/Despair   4   2
No support/Has to depend   5   2
on self
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It is noticed that group B as a whole has a larger vocabulary in expressing their 
emotions and feelings, while the adjectives used by group A are less rich. Other lower- 
ranked emotional reactions to the stressors are summarized in Table 8.
Table 8
Lower-Ranked Emotional Reactions
-Worried
-Didn’t know what to do/ 
Lost direction 
-Felt unfairly treated 
-Anxious/Fearful
-Disturbed/Irritable
-Felt life empty and meaningless
-Conflicting/Not peaceful
-No future
-Captured/No freedom
2. Behavioral Reactions
Tables 9 and 10 below show the behavioral reactions of the informants in face of the 
various stressors encountered in the migration and adaptation process. Refraining from 
communicating with frmily members and with friends are the most frequent behavioral 
reactions in Group A, but these only rank fourth and fifth respectively in Group B. Crying 
is the second most frequent reaction in Group A, followed by staying alone. Self blaming 
ranks fourth and suicidal ideas fifth for Group A  In Group B, the most frequent behavioral 
reaction is staying away from home. Working or studying hard is the second most 
common reaction, and refraining from communicating with relatives ranks third.
Table 9
Tod Five Behavioral Reactions to Stress
BEHAVTORTVL REACTIONS
Refraining from 
communication 
with family members with 
relatives
with friends 
Crying
Staying alone 
Self-blame 
Suicidal ideas 
Avoid staying at home 
Working/Studying hard
Group A 
(rank)
Group B 
(rank)
Total
(rank)
ENDORSEMENT 
(OUT OF 8)
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Table 10
Lower-Ranked Behavioral Reactions
BEHAVIORAL REACTIONS 
-Insomnia
-Wish to go back to China 
-Conflict with spouse 
-Striking for independence
-Not trusting others 
-Conflict with family members 
-Temper tantrums 
-Physical withdrawal 
-Giving up explaining
-Entertaining self 
-Learning languages/dialects
ENDORSEMENT
Both
Both
Both
Both
A  only 
A  only 
A only 
A only 
A  only
B only 
B only
Although two of the top five behavioral reactions are common for the two groups, 
some major differences can still be seen fi'om Tables 9 and 10. First,; no informants in 
Group E ever revealed any suicidal idea ai any stages during their migration and adaptation 
process in Hong Kong. On the other hand. Group A did not engage in more positive 
activities such as learning languages or entertaining themselves. While Group B generally 
preferred not to stay at home but to pursue some activities to divert their attention fi'om the 
stressors, informants in Group A tended to stay alone at home.
It is also noted that although the informants are more ready to disclose their concern 
about financial and housing problems verbally (and hence a high frequency of occurrence of 
these two stressors), they are more disturbed emotionally and behavioral by the other more 
cental problems such as interpersonal relationship and perceived discrimination caused by 
lifestyle and value differences between they and the local Hong Kong people. These latter 
problems would make them feel not well-adapted, not spiritually and emotionally satisfied, 
that life is not meaningful, etc., and would lead to less positive behavioral reactions such as 
refifrning fi'om communication with others.
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"We were poor in China, but I had many friends there. We 
had not much material satisfection. But we would go 
swimming, play football, play chess, etc. Ttese needed no 
money. It never happened in Hong Kong. I was all by 
myself. Sometimes I travelled from one bus terminal to the
other and then came back There are abundant materials
in-Hong Kong, but there's no spiritual and emotional
satis&ction. Life is so meaningless It's like the story
about a mouse from the village who went to town, seeking 
for material satisfaction, but soon found that there were 
fierce cats in town. There was no peace and social 
satis&ction in town. I was lilie that village mouse. " (BI)
The usual behavioral reaction to financial and housing problems, on the other hand, 
was more positive. The irifoimants were willing to work harder, e.g. woiidng over-time or 
night shifts, in order to make more money. Even those who were practically house-bound 
at the time of the interviews also readily revealed their plans to work hard for money 
whenever they could be free to do so.
C) Coping Strategies:
Table 11 summarizes the findings from the ways of Coping Checklist (WCCL).
Table 11 
Results of WCCL
INFORMANTS COPING STRATEGIES
LA Wishful Thinking
KO Wishful Thinking, Social Support (Informational),
Positive Thinking, Problem Solving 
OC Wish Thinking, Withdrawal
CY Wishful Thinking, Self Blame, Withdrawal
YA . Wishful Thinking, Withdrawal, Self Blame
KK Wishful Thinking, Problem Solving Withdrawal
Social Support (Informational)
LI Social support (Informational & Emotional),
Self Blame, problem Solving 
BI Withdrawal, Positive Thinking
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In addition to the findings from the Ways of Coping Checklist, interview data also 
yield valuable infbimation regarding the use of different coping strategies in different 
contexts. Table 12 summarizes the coping strategies most frequently mentioned in the 
interviews. The coping strategies used by the informants differ to some extent between 
Group A and B. For both groups, detachment is the most frequently mentioned coping 
strategy. For group B, rationalization ranks second, followed by exaggeration and 
devaluation. Positive thinking ranks fourth and withdrawal fifth. However, for group A, 
exaggeration and devaluation ranks second, followed by withdrawal. Learned helplessness 
ranks fourth and wishful thinking ranks fifth. The latter two coping strategies used were 
quite different from those of group B.
Table 12 
Top Ten Coping Strategies
COPING STRATEGIES Group 1\  Group B Total ENDORSEMENT
+Detachment
(rank)
1
(rank)
1
(rank)
1
(OUT OF 8) 
8
^Exaggeration and 
Devaluation 2 3 2 4
*Withdrawal 3 5 3 7
-rLearned helplessness 4 13 9 4
+Wishful Thinking 5 10 8 6
*Positive Thinking 6 4 4 8
Compensation 6 7 9 2
Blaming others/fate 7 8 10 4
Social support
- Emotional 8 6 6 5
Problem Solving 9 6 7 7
Self-Sacrifice/ 10 ----- 14 1
Destruction
*Rationalization 12 2 5 5
Self-Blame 12 7 11 5
Social Support
- Informational 12 8 12 4
*: Top five coping strategies 
+: Top five coping strategies
of group B 
of group A
and Total 
not covered by
Generally speaking, most of the coping strategies and defense used by the 
informants were successful in the sense that they served to reduce either the subjective 
feeling of stress or the emotional and behavioral reactions to the stressors. For instance.
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detachment as a coping strategy did help the informants to relieve themselves from the bad 
feelings.
"His (i.e., husband's) passing away is in a sense good 
because we would not quairel anymore. " (OC)
"You’ve got to accept it. You’ll be looked down upon by 
others if you’re poor. The world is like this. It’ll be better 
later when youVe got more money." (KK)
"I often worked over-time during the festival holidays. I 
preferred working. Afterall Td be unhappy at home....It's 
not only me who thinks this way. Many people also work 
hard in holidays." (KK)
Rationalization, exaggerating the positive side of Hong Kong and devaluating 
situations in China, as well as positive thinking also serve to reduce stress and undesirable 
emotional reactions and at the same time stimulate positive behavioral responses.
However, withdrawal as the fifth most frequently used coping strategy in group B 
and third in group A seems to have led to some undesirable consequences. For instance, 
the extreme withdrawal displayed by CY at school has created even poorer relationship 
between her and the classmates as well as the teachers. They isolated her and laughed at 
her even more. The withdrawal demonstrated by LA also led to a lack of emotional outlet 
coupled with bottled-up feelings of helplessness which precipitated her suicidal attempt.
In face of the more tangible problems such as financial and housing dfficulties, most 
informants would employed problem-solving actions to deal with them. Communication 
problems, on the other hand, were met with withdrawal from both groups of informants. 
Other acculturative stressors such as value and lifestyle differences and perceived 
discrimination were more often coped with by rationalization as well as exaggerating the 
positive side of Hong Kong while devaluating situations in China.
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D) Adapiatiom l Outcome:
Adaptational outcomes of the informants were assessed by 1) asking directly 
whether they were satisfied with or feeling well-adapted to their present lives in Hong 
Kong, and 2) their general physical and psychological health status.
Table 13
Subjective Adaptational Outcomes
Groups Satisfied & Not Satisfied & Others
Well-adapted Not Well-adapted
A   3 1 (Well-adapted
but not satisfied)
When" asked directly, most infonnants in group B thought that they were largely 
satisfied with and well-adapted to the life in Hong Kong. Only YA who has just come for a 
year felt that she was still not adapted to living in Hong Kong. However, for group A  
three out of the four informants did not think that they were satisfied witli and adapted well 
to Hong Kong life. It may be related to the fact that all three of them were nearly house­
bound, and therefore had few opportunities to take appropriate actions for better 
adaptation. Only CY who has come for 12 years already and who came at a very young 
age claimed that she was adapted to life in Hong Kong, but she was not satisfied with her 
own situation now (see Table 13).
Results of the General Health Questionnaire (see Table 14) show that five out of 
eiglit of tlie informants scored above the suggested cutoff point of 4 to 5, implying that they 
were not having very satisfactory physical and psychological health. The scores do not 
seem to vary systematically with the length of stay in Hong Kong. However, scores 
obtained by group A and group B did seem to be different to a considerable extent, with 
group B scoring markedly lower that group A in general.
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Table 14 
GHQ Scores
INFORMANT LENGTH OF STAY 
IN HK (YEAR)
GHQ SCORE
LA 1 25
KO 4 6
OC 9 20
CY 12 16
YA 2 11
KK 6 2
LI 10 3
BI 12 0
Further compsrison with Table 13 revealed that the GHQ scores might be related to 
subjective feelings of satisfaction with and adaptation to Hong Kong life. The three 
informants who felt satisfied and well-adapted to life in Hong Kong scored below the 
suggested cutoff point in GHQ-30. M  the others who found themselves either dissatisfied 
vtitli or not well-adapted to Hong Kong life scored above this threshold.
In addition, the sense of future of the informants was assessed. As seen from Table 
15, there are largely three kinds of reactions to the question about the informants' future 
plans. Two of the informants (LA and CY) revealed no sense of future at all. Tliey were 
so entrenched in the present difficulties that they could form no concrete future plans. A 
second group vtith three infonnants (KO, YA and KK) seemed to be quite sure of what 
they would like to achieve, and. were also perceptive of their inadequacies within the Hong 
Kong em/ironment. Therefore they planned to find another place for permanent settlement.
Still another three informants (OC, LI and BI) seemed to be very hopeful about life in 
Hong Kong, and had set for themselves some concrete goals to attain in the future.
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Table 15 
Future Plans
LA: -no sense of future.
KO: -emigration to the USA to join her own parent and siblings.
OC: -solve the housing problem and then get a job and raise the
daughter.
CY: -no plans, no sense of future.
YA: -planned to make more money and go back to China within a
-couple of years.
KK: -a gloomy picture of old age in future if stay in HK, planned
to go back to China when old.
LI: -hopeful, wish to start her own retail business.
BI : -a hopeful sense of future, with economic betterment as the
short-term concern.
E) Perceived Social Support:
Ail the informants stated that social support, be it from family members, relatives or 
friends, was very important for an immigrant's better adaptation in Hong Kong. This was 
thought to be especially true in the first phase of resettlement. Social support was thought 
to be important in providing 1) emotional support and encouragement in frice of difficulties,
2) information and practical help m job hunting, 3) shelter or housing upon arrival at Hong 
Kong, 4) social satis&ction, and 5) other tangible help.
Unfortunately, no informants thought that they had received adequate social support 
during their adaptation in Hong Kong. Those who had spouses in Hong Kong or came 
together with the spouse (KO, OC, YA & KK) generally increased in conflicts and 
decreased in communicating with their spouses after coming to Hong Kong. Those who 
had relatives in Hong Kong (LA LI & BI) did not get along well with their relatives. 
Those who had other family members in Hong Kong (CY, YA KK & BI) did not think the 
latter could provide much help for them since the femily members were often preoccupied 
witîi their own difficulties. Nevertheless, the interview data revealed that group B on the 
whole did enjoy more social support, be it informational or emotional, from familv or from
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friends, than did group A, even though the informants in group B still thought that the 
support they obtained was not enough.
The informants seemed to be a bit more positive about the social support they 
received when filling in the Perceived Social Support Questionnaire than when they were 
talking about it in the interviews (see Table 16). The scores of three informants in group B 
indicated largely satisfectory level of perceived social support obtained both from family 
and from friends. On the other hand, the scores of group A were in general less favourable.
The three informants who were house-bound indicated total absence of support from 
friends. YA of group B who woihed night shifts and spent the daytime looking after her 
daughter also'had very slim support from friends. These findings coincide with those from 
the interview data.
Table 16 
Perceived Social Support
INFORMANTS SS-Fa SS-Fr SS-T
LA 2 0 2
KO 13 0 13
OC 4 0 4
CY 4 1 5
YA 9 1 10
KK 16 14 30
LI 19 20 39
BI 11 11 22
SS-Fa: Perceived social support from family. 
SS-Fr; Perceived social support from friends. 
SS-T: Total amount of perceived social support.
The feeling of being supported or not and the sense of belonging to a community 
may be related to the informants' psychological community. Table 17 summarizes the 
psychological communities of the eight informants. Only three of the eight informants have 
really established their psychological community in Hong Kong. They were BI who has 
come for 12 years already with all of his family members in Hong Kong, LI who has come 
for nine years and has secured a group of very good friends in church, and KK who is able 
to keep in contact with many of his Indochinese friends (both in Hong Kong and in China)
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whom he knew in childhood. House-bound OC had no intimate interaction with other 
people except her own daughter. CY has actually shut herself off from any interaction or 
emotional involvement with others ever since the initial helpless stage in Hong Kong. The 
remaining three still have their psychological community rooted in China.
Table 17 
Psychological Community
LA: Her parents and siblings in China.
KO: Her parent and siblings in the USA, arid her daughter.
OC; Her two children and herself.
CY: The puppy and kitten in China when she was five, i.e. all alone
now.
YA: Her husband and daughter in Hong Kong, and friends in China.
KK: His Indochinese friends in Hong Kong, and in China.
LI: Her parents and siblings in China, and churchmates in Hong
Kong.
BI; His family members and friends (clansmen) in Hong Kong.
F) Group Process and Patterns:
As discussed in section A  the sources of stress do not seem to vary systematically 
with the infoimant's length of stay in Hong Kong or differ maricedly between the service- 
receiving group and the non service-receiving group. Rather, the major difficulties 
worrying the informants are quite different in the two stages of adjustment identified by the 
inibimants themselves, suggesting that migration together with tlie subsequent adaptation is 
an unfolding process involving different kinds of stress at different periods of time (see 
Table 5).
In addition, different kinds of stress are met with different emotional and behavioral 
reactions as well as different coping strategies (see section B & C).
Table 18 shows the two different patterns of perceived social support, physical and 
psychological health status, and coping strategies between group A and B.
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■ Table 18
Group Patterns in GHQ, Social Support & Coping
SUBJECTIVE
SATISFACTION
YEAR IN 
HK
GHQ SS-Fa SS-Fr SS-T COPING
STRATEGIES
LA - 1 25 2 0 2 Detachment,
Exaggeration
KO - 4 6 13 0 13 Devaluation,
Withdrawal
OC - 9 20 4 0 4 Learned
Helplessness
CY - 12 16 4 1 5 Wishful
Thinking
YA - 2 11 9 1 . 10 Detachment,
Rationalization
KK 0. 6 2 16 14 30 • Exaggeration,
Devaluation
LI ■ + 10 3 19 20 39 Positive
Thinking
BI 4- 12 0 11 11 22 Withdrawal
It is clearly seen in Table 18 that higher levels of perceived social support coincide ! 
with both the subjective feelings of adaptedness and satisfaction as well as better levels of - 
physical and psychological health as measured by the GHQ. Moreover, the general 
physical and psychological health of group A is poorer than that of group B, and is much 
poorer than the recommended threshold of the GHQ score. Informants in group A 
perceive that they receive very little social support from family members, and extremely 
rarely from friends. They tend to display more learned helplessness and wishfiil thinking 
than group B. On the other hand, three out of the four informants in group B have 
satisfactory general health and good levels of perceived social support both from family 
members and from friends. Group B as a whole tends to use rationalization and positive 
thinking more than group A to cope with their stress.
Interviews with the informants reveal that many of the situations that are conducive 
to better adaptation are related to social support, be it from family members, friends or
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from society, infonnational or emotional. Informants with their family members in Hong 
Kong can usually adjust more easily (except CY who lives with her paranoid mother). 
Those with their psychological community rooted in Hong Kong are also better adapted. 
On the other hand, informants having no family members in Hong Kong or having frequent 
and serious conflicts with their femily members or relatives are less well adapted.
"l am much happier when Mother is in Hong Kong. We 
have much to talk about, and she will take me to travel 
around so that I can know more about Hong Kong." (KO)
"Later on I started to consider my own adaptation in Hong 
Kong. I tried to contact my friends when I had time. Tried
more actively to talk with them IVe got many good
friends to whom I can share everything. No matter what 
opinions they give me, I think it's a kind of support."
(LI)
"Once my wooden hut was on fire. The Governor then 
came to comfort us, and we were soon moved to a 
temporary housing area. The facilities and hygiene there 
were quite good. I thought, 'even the Governor came to 
comfort us!' This colonial government was not that bad.
The so-called people's government in China was not as 
good to her people as Hong Kong government was. " (BI)
Other conducive factors for better adaptation include 1) being able to speak (or 
willing to learn) Cantonese and English, 2) psychological preparation for the situations in 
Hong Kong, 3) realistic expectations about life in Hong Kong, 4) willingness to work hard 
for a living, 5) keeping in touch with Hong Kong society through interpersonal contacts, 
mass media, or joining social activities, 6) having some short-term or long-term goals
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(which are realistic) to achieve in Hong Kong, 7) understanding and/or appreciation for the 
values and lifestyles in Hong Kong, and 8) identifying with "Hong Kong people".
As discussed in section A, seven informants thought that there are largely two 
stages of adjustment to the life in Hong Kong. They are an initial resettling stage followed 
by a longer and more gradual adaptation stage. Although most informants agreed that th ^  
were better adapted in general after the third year in Hong Kong the transition was drastic 
for some and gradual for others. For instance, for BI, the coming of the parents and 
siblings to Hong Kong marked a new milestone for him in his third year in Hong Kong. 
Three years later, working in a restaurant in Tsim Sha Tsui with greater social exposure, BI 
started what he called a total adaptation to the life in Hong Kong. Another informant, KK, 
also found that life was so different once he moved into the temporary housing area three 
years after he had come to Hong Kong. He became less worried and more positive when 
he could secure a shelter and a stable job, though life was still back-breaking.
The third year also marked a different kind of "adaptation" in CY:
"Tlie classmates did not play with me. At the beginning Id 
report to the teachers when the classmates treated me 
unfairly. But the teachers said I made up everything and 
punished me in front of the headmaster. They didn't believe 
• me. Starting from Primary Three, I began to keep silent no 
matter what happened."
However, for the other informants, the transition from the resettling stage to the 
adaptation stage was more gradual.
"I started to be more adapted in the third year. Adapted to
the pace of Hong Kong life It takes me three years,
gradually." (LI)
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G) Emergent Themes:
Table 19 summarizes the major emergent themes from the interviews.
T a b le  19  
E m ergen t Them es
LA: 1 . W anted t o  h e lp  m o th e r  i n  C h in a
2 .  C ou ld  n o t  a c c e p t  h u sb a n d  and t h e  m o th er  r o l e
KO: 1 . B e in g  c a p tu r e d  b y  e n v ir o n m e n t
2 . W ish t o  s o l v e  t h e  h o u s in g  p r o b le m
OC: 1 . B e in g  d i s t u r b e d  b y  m a le  n e ig h b o u r s
2 .  W ish t o  s o l v e  t h e  h o u s in g  p r o b le m
CY: 1 . D i s c r im in a t io n
2 .  H e l p l e s s n e s s
YA: 1 . C ou ld  n o t  a d a p te d  t o  HK l i f e
2 . • W ish t o  make m ore m oney and go  b a c k  t o  C h in a  so o n
KK: 1 . L i f e  was t e r r i b l e  d u r in g  t h e  f i r s t  t h r e e  y e a r s  i n  HK
2 . T ake p r id e  i n  h i s  own h a r d  w o r k in g  a t t i t u d e
LI : 1 . C o n f l i c t  w it h  r e l a t i v e s
2 .  S t r i k i n g  f o r  in d e p e n d e n c e
B I : 1 . L ack o f  s p i r i t u a l  and e m o t io n a l  s a t i s f a c t i o n  i n  HK
2 . I d e n t i f i e d  w it h  HK p e o p le  now
Although the interview schedule was the same for every information, the semi- 
structure interviews allowed the informants to express their own concerns and worries 
more flexibly. It was noticed that although the informants might be facing similar 
difficulties at a particular stage, their own major concerns might be quite different, and they 
also differed in the ways they made sense of their experiences.
H) Remedies and Prevention:
Summarizing the experiences of the informants, the following can be considered by 
the government or voluntary agencies to facilitate better adaptation of the Chinese 
immigrants in Hong Kong:
I) Emergency financial aids and temporary housing arrangement,
2) Seminars providing information about life and values in Hong Kong,
3) Job-hunting services.
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4) Language/dialect courses,
5) Social skills training,
6) Discussion/Mutual support groups.
The above suggestions aim mainly at 1) providing information about Hong Kong 
and thus creating realistic expectations and proper psychological preparations for the 
immigrants to fece Hong Kong life together with its possible difficulties, 2) equipping them 
with the relevant skills so that they can cope better with the new demands of living in Hong 
Kong, and 3) establishing social support network both for emotional ventilation and 
information sharing among the immigrants themselves.
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CHAPTER FOUR 
DISCUSSION AND CONCLUSION
4.1 RECAPÏTUIA'nON OF FINDINGS:
I. There are in general an initial resettling stage and a progressive adaptation stage in 
the entire migration and adjustment process of the Chinese immigrants in Hong 
Kong.
.2. There are two different sets of prominent stressors in these two stages.
3. Taken altogether, the prominent stressors include acculturative stress, stressors 
caused by physical separation, socio-environmental stressors, and some other 
secondary and unclassified stressors.
4. Both the service-recipients (group A) and the non service-recipients (group B) 
were facing similar stressors in their migration and adaptation process.
5. The emotional reactions of groups A and B were quite similar.
6. Group B had a larger vocabulary in expressing their feelings.
7. The behavioral reactions of groups A and B were quite different in that group B 
was more positive and action-oriented while group A demonstrated more passive 
reactions to the stressors, such as crying, staying alone, self-blaming and 
entertaining suicidal ideas.
8. Group A displayed more wishful thinking and learned helplessness in coping with 
their stress than group B.
9. The adaptational outcome as measured by subjective satisfection was highly 
consistent with tiiat measured by general physical and psychological health status.
10. The scores on the Perceived Social Support Questionnaire were consistent with the 
actual situations of the support received by the informants as revealed in the 
interviews.
II. Those who had more social support, be it perceived or actual, adapted better as 
rated by both the level of subjective satisfection and the general health status.
12. Many infonnants still had their psychological community totally or partly rooted in
China.
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13. Although interviewed with the same interview schedule, the infonnants revealed 
very different themes of concerns of their own.
14. Besides providing some tangible assistance, establishing social support networks 
among the immigrants may help foster better adaptation of the Chinese immigrants 
in Hong Kong.
4.2 IMPLICATIONS OF FINDINGS:
The first finding of the present study is that the service-receiving group is less 
well-adapted to Hong Kong society than immigrants who have no connection with any 
psychological, or social services. This is supported by both their subjective evaluation of 
their own adaptedness as well as by their general physical and mental health status as an 
indicator of adaptational outcome.
It can be seen from the findings that the,migration and adaptation process can be a 
major life event leading to stressors such as physical danger, homesickness, lacking femily 
support, etc. The PROCESS also entails acculturative stressors such as discrimiiiation, 
value and lifestyde differences and language problems, which in turn create many daily 
strains for tlie immigrants. These findings are in line with Dyal and Dyal's (1981) suggestion 
that both the stressful life event and the chronic strain paradigms are useful in understanding 
the difficulties faced by immigrants.
In the area of chronic strains, the experiences of YA and KK demonstrated Naditch 
and Morisse/s (1976) idea of stress being a result of ambiguity in role evaluation.
"It's difficult to make new fiiends here. If you are more 
hospitable to them, they may think that you want to take 
advantage of them....In China we had very good fiiends 
who understood each other very well. We could make 
good fiiends everywhere in China. " (YA)
31:
"There is obvious discrimination. I didn't know Cantonese 
then, and was often unfairly treated. I tried to ignore others, 
and thought that the boss would appreciate my hard work.
But you cannot work too hard, or others will be jealous of 
you and say you snatch their work to do. " (KK)
Dyal and Dyal (1981) also pointed out that stress is likely to be experienced by 
immigrants when there are unfamiliar norms of behaviour and ambiguous cues in a new 
social environment. Although the informants did not explicitly say that norm differences in a 
new social environment was a significant stressor, it was apparent that many of their 
difficulties, e.g., in communicating with fiiends, adapting to work pace and work load, and 
in satisfying their own spiritual and emotional needs, etc. actually arose from these 
differences in values, norms and lifestyles. For instance, YA alone mentioned fifteen times 
that she was not "accustomed to" or "adapted to" the environment here in Hong Kong and 
suffered many difficulties with the comment "perhaps it is because I am not accustomed to 
the environment". This is in essence what Bock (1970) meant by saying that culture shock 
is an emotional reaction that follows from not being able to understand, control and predict 
others'behaviour in a new environment.
The importance of language proficiency in a new environment as revealed by those 
non-Cantonese speaking informants illustrates Nairn's (1982) comment that acquiring 
proficiency in the languie used in the host culture is one of the first requirements of 
newcomers, or they may remain socially and economically disadvantaged since language 
cannot be separated from cultural values, norms and lifestyles.
"I did not know Cantonese when I first came to Hong 
Kong. If you want to be well-adapted, you must learn the 
language before you can make a living. I brought some 
cassette tapes and learn Cantonese. You've got no choice 
but learning it if you want to make a living here....If you 
don't know Cantonese, the discrimination is obvious. Even
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Mainland Chinese here who could speak Cantonese treated 
you badly just because you didn't know the language."
(KK)
Another acculturative stressor that is most explicitly felt by most of the informants 
is perceived discrimination. Although informants who have come to Hong Kong for a 
considerable period of time, such as LI and BI, agreed that their subjective feelings of 
disaimination during the first few years after their arrival might have been a little bit 
exaggerated, five out of the eight informants felt that there was real discrimination against 
tliein.
These acculturative stressors in turn seem to have led to secondary stressors which 
are more easily felt and verbalized in the initial resettling stage, such as financial and 
housing problems, and difficulties in making or communicating with fiiends. In the 
adaptation stage, the immigrants started to be aware of the more core problems, such as 
discrimination, value and lifestyle differences, etc., as stressors leading to other secondary 
problems.
Content analysis using frequency count alone revealed that the service-recipients 
and tlie non service-recipients do not differ greatly in the stressors they encounter, or in 
their emotional reactions to the stressors. However, the four service- recipients all had at 
least one marker incident which could be considered very stressful for them. LA was forced 
to get married when she v/as totally unprepared psychologically. KO was battered by her 
husband. OC attempted coming to Hong Kong illegally nine times, and her husband died 
before long. CY was ill-treated by the schoolmates since young, and was once raped. In 
addition, although the service-recipients in general had a smaller vocabulary in expressing 
their feelings, and they might not mention the emotion-laden terms more often than the non 
service-recipients, their bad feelings as revealed in the interviews were often very intense. 
This could only be felt by the interviewer, which demonstrates one of the distinct 
advantages of using in-depth interview to gather data of which the quality is as important 
as, if not more important tiian, the quantity. In fact, the GHQ scores also indirectly support
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the finding that most of the immigrants in the service-receiving group were severely 
disturbed emotionally. Scores of 16 (CY), 20 (OC) and 25 (LA) are well above the 
recommended threshold score of 4/5 for satisfactory general health, and are comparable to 
the mean scores found in a psychiatric patient group in Taiwan (Cheng, 1985). In this case, 
triangulation of findings not only capitalizes on the merits of different research methods but 
also prevents possible interviewer's bias.
The behavioral reactions of and coping strategies used by the two groups of 
informants, on the other hand, show clear patterns of differences. The service-recipients are 
markedly less action-oriented in their reaction to stress. Behaviours such as working or 
studying hard, learning languages or dialects, or entertaining self etc., either rank very low 
or are totally absent in the behaviour repertoire of the service-recipients. Instead, they 
would demonstrate more passive reactions such as staying alone, crying, self-blaming or 
entertaining suicidal ideas or even attempts. As a result, wishful thinking and learned 
helplessness were found to be more frequently used by the service-recipients than the 
non-recipients in coping v/ith their stress, whereas the latter tended to use positive thinking 
and rationalization more. These roughly different patterns of coping between the two 
gi'oups is in line with the basic proposition of the writer.
The interview data also support the writer's belief that the effectiveness of a specific 
coping strategy cannot be evaluated outside the context in which it is used. That is why 
triangulation of findings is insisted by the writer even though a standardized instrument, the 
Ways of Coping Checklist, is available. The in-depth interviews show that even "defenses" 
such as rationalization, wishfiil-thinking and exaggerating the positive side of Hong Kong, 
etc. could be effective in some cases in reducing stress. The only strategies that seem to be 
consistently less effective regardless of context are withdrawal and leamed-helplessness. 
However, withdrawal is also very often employed by the well-adapted immigrants, just as 
more action- oriented, problem-solving strategies have been tried by the less well-adapted 
in the initial stage. It seems that the choice of coping strategies or the development of a 
coping style is a process in which interaction occurs between the strategy and its effect.
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When one strategy often fails, the user may lose confidence in its efficacy and thus give up 
using it even in situations appropriate for its use.
"They often laughed at me and treated me unfairly. At first I 
would try to explain to others. Later on when I knew it is 
useless, I got accustomed to their teasing and scapegoating, 
and I started not to defend myself anymore but to keep 
silent." (CY)
In tills case, the crux to better adaptation may not be the use of a set of "more 
effective" coping strategies, but tlie wisdom and flexibility' (deriving from the success and 
failure in using different strategies in different contexts) to employ the "most suitable" one 
in a specific context. Additional research has to be done before we can more confidently 
relate coping strategies or coping styles witli adaptational outcome.
Social support, be it perceived or actual, seems to be more clearly related to 
adaptational outcomes as measured by subjective evaluation or by general physical and 
psychological well-being. Although the number of infonnants is too small for any statistical 
analysis, the pattern is so very clear that visual inspection is enough to see the relatioasrip 
(see Table 18). The service-recipients as a group had much less actual and perceived social 
support than the non service-receiving group. KO who had relatively more social support in 
the former group also enjoyed better general health than her counterparts in the same 
group. YA who had relatively less social support in the latter group, on the other hand, 
displayed more psychosomatic symptoms than her group members. Although no causal 
relaticnship can be inferred from the findings of the standardized measurements alone, the 
interview data clearly show that social support is beneficial to adaptation in a new social 
environment.
"It's so much better after the other family members have
come Most important is that you've got a family, and you
can enjoy the warmth of family life. You know where to go 
to after work, you can go home, sit comfortably, read
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newspaper when mother prepares the meal. No more 
worries." (BI)
According to the informants, both emotional and tangible support are helpful to 
their adaptation, especially in the initial resettling stage. This is in line with Berry et al.'s 
(1987) findings that social support can help reduce acculturative stress experienced by the 
immigrants. However, the mechanism of how social support mediates between stress and 
adaptational outcomes is still not clear. The present writer would hypothesize that instead 
of directly reducing the stressful feelings, social support may increase one's knowledge, 
tangible resources and confidence in coping with the stressors more effectively. This idea 
awaits further examination.
4.3 CONCLUSION AND RECOMMENDATIONS
In sum, the Chinese immigrants in the present study revealed that the migration and 
adaptation process involves many different sources of stress. The recipients of 
psychological or social services have ejqjerienced some significant stressful events in 
addition to those difficulties common to the non service-recipients. The two gioups of 
informants displayed quite similar emotional reactions to the stressors, though the intensity 
of such emotional experiences was clearly different. On the other hand, the two groups 
differed in their behavioral reactions to and coping strategies used with the stressors. The 
non service-recipients were more positive and action-oriented in trying to solve their own 
problems, while the service-recipients were more passive and withdrawn Learned 
helplessness was cleaiiy demonstrated in the service-receiving immigrants, while the other 
group tended to use rationalization and positive thinking more to cope with their stress. 
Social support was found to be veiy important for better adaptation of the immigrants in 
general.
In view of the present findings, a number of recommendations are put forward to 
foster better adaptation of the Chinese immigrants in Hong Kong. Different kinds of 
assistance are needed by immigrants at different stages of adaptation. However, according
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to the experiences of the informants, social support groups may be helpful even for those 
who have come to Hong Kong for a considerable period of time, while at the same time 
serving as a buffer to prevent poor adaptation in new immigrants. Government authorities 
and voluntary agencies can consider organizing some social support groups for information 
sharing or emotional ventilation, or both, among the fellow immigrants. A host femily 
system may also be very beneficial for the new immigrants who have no femily members in 
Hong Kong. At present, host femilies seem to be more common in the reception of foreign 
students. Although there are many bilingual or bi-dialect femilies in Hong Kong, the idea of 
host family systems may need more promotion and public education in order to become 
more acceptable to the public.
Other services helpful to the immigrants' adaptation include 1) emergency financial 
aids and temporary housing arraigement, 2) job hunting services, 3) language or dialect 
courses, 4) seminars providing information about life and values in Hong Kong, and 5) 
social skills training groups.
As for the immigrants who have already been suffering fi*om psychiatric rUness, 
family therapy is highly recommended in addition to medical and psychological treatment. 
For those who have no available family members or relatives in Hong Kong, mutual 
support groups and host femilies can also be considered.
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APPENDIX A 
IHISSYIEW SCHEDULE
Eâci Qnsi EsssQDsl J2âiâ
Name_________________    Age.
Sex_______   Marital Status____
Place of Origin__________   Dialect___
Educational Level___________
Reason for not pursuing further education_____
Occupation In China______ -  In HK.
Date to HK ___________  Length of Stay In HK.
1. Did you apply for emigration from China to HK?
yes -> How long did the application take?
No -> How many times did you attempt coming Illegally?
2. Did you come alone?
No -> Whom did you come with?
3. Have you been to HK before?
4. What family members do you have In China and In HK?
5. Whom do you live with now? In which kind of building?
6. Did you live In countryside, town or big city In China?
7. How Is your health situation now?
P art Two:. Reason for coming and Expectations
1. What Is your major reason(s) for coming to HK?
2. What Impression did you have about KK before you came here?
3. How did you get this Impression?
4. Now that you have come, do you find your Impression valid?
No -> What Is/ are the dlfference(s)?
5. What expectatlon(s) did you have about your life In HK before 
you came here?
6. Are these expectations fulfilled?
7. What are your expectations now?
£an Ito-Sl Sggl^l Clicl?. snri Interpersonal Relgtlpnsblp
1. Do you have family members or relatives In HK before you came 
here?
Yes -> a) Who are they?
b) Do you have frequent contacts with them after you 
have come to HK?
c) When you first arrived, did they help you to 
-find a Job?
-find a place. to live?
-make new friends?
-get to know life In HK?
2. Do you have friends and clansmen In HK before you came here?
Yes -> a) Do you have frequent contacts with them after you 
have come to HK?
b) When you first arrived, did they help you to 
-find a Job?
-find a place to live?
-make new friends?
-get to know life in HK?
320
3. Da you think it makes a difference to have some relatives and
friends In HK for a new Immigrant?
4. When you first arrived, were you able to make some close
friends here?
No -> Why?
5. Among your friends In HK, are most of them Mainland Chinese or 
local HK people?
6. Who are they? (e.g. colleagues, clansmen, etc.)
7. How did you get to know them?
a. How do you usually spend your time with your friends now? Do
you see each other frequently?
9. Do you find It easy to make new friends In HK? Why?
10.Do you like making friends with local HK people? Why?
11. Do you think you are discriminated In HK?
Yes -> How?
12.How do you get along with your family members, relatives and 
friends now? Are there any differences with the situation In
China before you came?
13.Do you think your family members, relatives and friends have 
given 'you the support you need?
EâCl Fdvc;. lbs dlmtlgn mod Adaptation
1. Please describe In detail your migration process, e.g. the 
decision, preparation, the move, arrival, etc.
Supplementary (Questions:
-What are the unforgettable events?
-What are the most difficult/ dangerous situations?
-What are the happy events?
-What experiences have the most Important/ long-lasting 
Impact on you?
2. How Is your adaptation to the following:
-finance
-language
-Interpersonal relationship 
-health
-values, lifestyle and pace In HK 
-sense of belonging to HK 
-others?
3. Is the adaptation process stressful?
4. What Is most difficult to adapt to?
5. What are the unforgettable experiences during the adaptation 
process?
6. Do you think you are well-adapted to life In HK?
7. How do you help yourself when there Is problem/ difficulty?
(please Illustrate with examples)
Sense q£ belonging mod Identification 5ÜÜ 3 HK
1. Did you know much about life In HK before you came here?
2. How do you get to know HK after you have come?
3. How long does It take you to understand the things and life In 
HK?
4. How much do you know about the news and things happening daily 
. In HK?
5. How much do you know about the news In China?
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6, What difference do you find between the lifestyle, ways of 
thought, attitude, behavior and habits, etc. of Mainland 
Chinese and HK people?
7. How do you find life In HK?
Supplementary questions:
-Do you find life In HK boring?
-Do you feel lonely or detached from the community?
-Do you miss the life In China?
-If your relatives or friends In China would like to come to 
HK, would you recommend them to do so?
8, Do you find your lifestyle, ways of thought, behavior and 
habits, etc, ' more similar to HK people or to Mainland 
Chinese?
9. If, when you travel to another country and people ask where
you come from, what will you say?
EmcL SIz;. Eiez and Post-migration Comparison
1. How Is life In China different with.that In HK?
2. How Is your career In China different with that In HK?
Supplementary questions:
-Do you find your education, training and working 
experiences In China useful/ recognized In HK?
-What Is the most difficult to adapted to regarding working 
In KK?
3. How Is your family life now different from that In China?
4. How Is your social life now different from that In China?
5. How Is your life views and values now different from those 
before you came to HK?
6. How Is your health situations different from those before you 
came to HK?
7. Are you satisfied with your life now?
£act Seven: g l^PPL ^ a ^ ilta g  QgiDlgQS
1. Is there anything you find Important In the migration and
adaptation process which we did not talk about throughout the
Interview?
2, Vibat do you think HK can do to help the Immigrants adapt 
better here?
————END————
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Code
P E R C E T V Fn  SOCIAL SUPPORT INVENTORY 
F R I E N D S  f P S S - F R )  AND -  FAMILY ( P S S - F A )  SCALES
PSS-Fr Scales
D i r e c t i o n s : The statements which follow refer to feelings and 
experiences which occur to most people at one time or another in 
their relationships with friends. For each statement there are - 
three passible answers. Please circle the answer you choose for 
each i-tem.
Answer Keys:
1 = Yes
2 = No
3 = Don't Know
1, My friends Give ne the « o r a l  s u p p o r t  I need,
2.  Most o t h e r  p eop l e  a r e  c l o s e r  to t h e i r  f r i e n d s  t h a n  I an.
5 .  My f r i e n d s  enJoy  h e a r i n g  about  what I  t h i n k .
4 .  C e r t a i n  f r i e n d s  cone  to ne when they  have p r o h l e n s  o r  need a d v i c e .
5 .  I  r e l y  on ny f r i e n d s  f o r  e n o t i o n a l  s u p p o r t .
6 .  I f  I f e l t  t h a t  one o r  no r e  of  ny f r i e n d s  were  u p s e t  w i t h  ne ,  I ' d , j u s t  keep i t  t o  n y s e l f .
7 .  I f e e l  t h a t  I ' n  u n i m p o r t a n t  in ny c i r c l e  of  f r i e n d s .
8 .  The re  i s  a f r i e n d  I c o u l d  so to i f  I were J u s t  f e e l i n g  down, w i t h o u t  f e e l i n g
funny ab o u t  i t  l a t e r .
9 .  My f r i e n d s  and I a r e  v e r y  open about  what we t h i n k  abou t  t h i n g s .
10.  My f r i e n d s  a r e  s e n s i t i v e  to ny p e r s o n a l  n e e d s .
11.  My f r i e n d s  cone  to ne f o r  e n o t i o n a l  s u p p o r t ,
12 .  My f r i e n d s  a r e  good a t  he l p i n g  ne s o l v e  p r o h l e n s .
13.  I have  a deep s h a r i n g  r e l a t i o n s h i p  wi t h  a n u n h e r  o f  f r i e n d s .
14.  My f r i e n d s  ge t  good i d e a s  about how to  do t h i n g s  o r  r a k e  t h i n g s  f o r  ne .
15 .  Vhen I c o n f i d e  in f r i e n d s ,  i t  n a k e s ' n e  f e e l  u n c o n f o r t a h l e .
16 .  My f r i e n d s  seek ne o u t  f o r  c o n p a n i o n s h i p .
17 .  I t h i n k  t h a t  ny f r i e n d s  f ee l  t h a t  I ' n  good a t  h e l p i n g  t he n  s o l v e  p r o h l e n s .
18 .  I d o n ' t  have a r e l a t i o n s h i p  wi th  a f r i e n d  t h a t  i s  a s  i n t i m a t e
a s  o t h e r  p e o p l e ' s  r e l a t i o n s h i p s  wi t h  f r i e n d s ,
19.  I ' v e  r e c e n t l y  g o t t e n  a good idea ahout  how t o  do some t h i ng  f o r  a f r i e n d .
2 0 .  I w i s h  ny f r i e n d s  were  much d i f f e r e n t .  PLEASE TURK OVER
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PSS-Fa Scales
Subject Code
D i r e c t i o n s :  The statements which follow refer to feelings and 
experiences which occur to most people at one time or another in 
their relationships with their families. For each statement there 
are three possible answers. Please circle the answer you choose 
for each item.
Answer Keys :
1 = Yes
2 = No
3 = Don't Know
1. My f a m i l y  g i v e s  iie t h e  n o r a i  s u p p o r t  I n e e d .
2 .  I ge t  good i d e a s  ab o u t  how to do t h i n g s  o r  make t h i n g s  f o r  iiy f a m i l y .
3 .  Most o t h e r  p e o p l e  a r e  c l o s e r  to  t h e i r  f a m i l y  t h a n  Î an.
4 .  Vhen I c o n f i d e  in t h e  members of  my f a m i l y  who a r e  c l o s e s t  t o  me. I ge t  t h e  i d e a  t h a t
i t  makes them u n c o m f o r t a b l e .
5 .  My f a m i l y  e n j o y s  h e a r i n g  about  what I t h i n k .
5 .  Members o f  ny f a m i l y  s h a r e  many of  my i n t e r e s t s .
7 .  C e r t a i n  members of  my f a m i l y  come to me when t h e y  have p r o b l e m s  o r  need a d v i c e .
8 .  I r e l y  on my f a m i l y  f o r  e m o t i ona l  s u p p o r t .
9 .  There  i s  a member of  ny f ami ly  I c o u l d  go t o  i f  I were J u s t  f e e l i n g  down, 
w i t h o u t  f e e l i n g  funny abou t  i t  l a t e r .
10.  My f a m i l y  and Î a r e  v e r y  open a bou t  what  we t h i n k  abou t  t h i n g s .
11. My f a m i l y  i s  s e n s i t i v e  to  my p e r s o n a l  n e e d s .
12. Members o f  my f a m i l y  come to me f o r  e m o t i o n a l  s u p p o r t .
13. Members of  ny f a m i l y  a r e  good a t  h e l p i n g  me s o l v e  p r o b l e ms .
14. I have a deep s h a r i n g  r e l a t i o n s h i p  w i t h  a numb er  o f  members of  my f a m i l y .
15.  Members o f  my f a m i l y  g e t  good i d e a s  abou t  how t o  do t h i n g s  o r  make t h i n g s  f o r  me.
15. Vhen I c o n f i d e  in members of ny f a m i l y ,  i t  makes  me u n c o m f o r t a b l e .
17.  Members of  ny f a m i l y  s eek  me ou t  f o r  c o m p a n i o n s h i p .
18.  I t h i n k  t h a t  ny f a m i l y  f e e l s  t h a t  I ' n  good a t  h e l p i n g  t h e n  s o l v e  p r o b l e m s .
19. I d o n ' t  have  a r e l a t i o n s h i p  w i t h  a member of  my f a m i l y  t h a t  i s  a s  c l o s e  
a s  o t h e r  p e o p l e ’ s r e l a t i o n s h i p s  w i t h  f a m i l y  member s .
20 .  I wi sh  my f ami l y  were  much d i f f e r e n t .
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APPENDIX C
WAYS OF COPniG CHECKLIST
Think about one Incidence when you experienced difficulties and 
felt unhappy. Please read each item below and circle the appro­
priate category to indicate the extent to which you used it in 
the situation you have just thought about.
not 
at all
usea a 
great deal
1. I__tried-to analyse the problem. 0 2 3
2. I made a plan of action and followed 0 2 3
it.
3. I wished that I could change what 0 2 3
was happening or how I felt.
4. I wished that the situation would go 0 2 3
away or somehow be over with.
5. I tried to look on the bright side 0 • 2 3
of things.
6. I felt that time would make a 0 2 3
difference, the only thing was
to wait.
7. I tried to forget the whole thing. 0 2 3
8. I realized that I was growing as a 0 2 3
person.
9. I criticized or lectured myself. 0 2 3
10.1 realized that I had brought the 0 2 3
problem on myself.
11.I log or exercise. 0 2 3
12.1 tried to make myself feel better 0 2 3
by eating, drinking, smoking.
using drugs or medication.
13.1 tried to keep my feelings to 0 2 3
myself.
14.1 kept others from knowing how bad 0 2 3
things were.
15.1 spent more time with others to 0 2 3
make myself feel better.
16.1 accepted sympathy and under­ 0 2 3
standing from someone.
17.1 talked to someone who could do 0 2 3
something concrete about the
problem.
18.1 asked a relative or friend I 0 2 3
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/11^PËNT)IX 7)
GENERAL HEALTH 
QUESTIONNAIRE GHQ-30
P!easa read this carefully:
We should like to know if you have had any medical complaints, and how your health has been In 
general, over the past few weeks. Please answer ALL the questions on the following pages simply by under­
lining the answer which you think most nearly applies to you. Remember that we want to know about 
present and recent complaints, not those that you had in the past.
It is important that you try to answer ALL the questions.
Thank you very much for you co-operation.
HAVE YOU RECENTLY:
1 - been able to concentrate on whatever Better Same Less Much less
you're doing? than usual as usual than usual than usual
2 — lost much sleep over worry? Not at ail No mere Rather more Much more
than usual than usual than usual
2 — been having restless, disturbed nights? Not No more Rather more Much more
at all than usual than usual than usual
d — been managing to keep yourself More so Same Rather less Much less
busy and occupied? than usual as usual than usual than usual
5 — been getting out of the house as More so Same Less Much less
much as usual? than usual as usual than usual than usual
6 — been managing as well as most people More so Same Rather less Much less
would in your shoes? than usual as usual than usual than usual
7 — been feeling on the whole you Better About Less well Much
were doing things well? than usual the same than usual less well
a — been satisfied with the way you've Better ■About Less well Much
carried out your task? than usual as usual than usual less well
9 — been able to feel warmth and Better About same Less well Much
affection for those near to you? than usual as usual than usual less well
10 __ been finding it easy to get on with Better About same Less well Much
other people? than usual as usual than usual less well
11 — spent much time charting with people? Not No more Rather more Much more
at all than usual than usual than usual
12 — felt that you are playing a useful part More so Same . Less useful Much less
in things? than usual as usual , than usual useful
13 — felt capable of making decisions about More so Same Less useful Much less
things? than usual as usual than usual useful
PLEASE TURN OVER
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HAVE Y O U  RECENTLY:
14 - felt constantly under strain? Not No more Rather more Much more
at all than usual than usual than usual
IS — felt that you couldn't overcome your Not No more Rather more Much more
difficulties? at all than usual than usual than usual
16 — been finding life a struggle all the time? Not No more Rather more Much more
at all than usual than usual than usual
17 — been able to enjoy your normal More so Same Less so - Much less
day-to-day activities? than usual as usual than usual than usual
18 — been taking things hard? Not No more Rather more Much more
at all than usual than usual than usual
19 — been getting scared or panicky for Not No more Rather more Much more
no good reason? at all than usual than usual than usual
20 — been able to face up to your problems? More so Same Less able Much less
than usual as usual than usual able
21 — found everything getting on top Not No more Rather more Much more
of you? at all than usual than usual than usual
22 — been feeling unhappy and depressed? Not No more Rather more Much more
at all than usual than usual than usual
23 — been losing confidence in yourself? Not No more Rather more Much more
at all than usual than usual than usual
24 — been thinking of yourself as a Not No more Rather more Much more
worthless person? at all than usual than usual than usual
25 — fe lt that life is entirely hopeless? Not No more Rather more Much more
at all than usual than usual than usual
26 — been feeling hopeful about your own More so About same Less so Much less
future? than usual as usual than usual hopeful
27 — been feeling reasonably happy, all More so About same Less so Much less
things considered? than usual . as usual than usual than usual
28 — been feeling nervous and strung-up Not No more Rather more Mucn more
all the time? at all than usual than usual than usual
29 __ felt that life isn't worth living? Not No more Rather more Much more
at all than usual than usual than usual
30 __ found at times you couldn't do Not j No more Rather more Much more
anything because your nerves were at all than usual than usual than usual
too  bad?
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